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EDITORIAL. 


Dr. Ropert THomAs NICHOLS, of 28, Park Road, Ilford, had, at 
the time of his death, retired from practice for 20 years. He had 
formerly practised in Rotherhithe. 

Dr. Nichols left the sum of £2,200, the interest on which was 
to be applied, in such manner as the Council of the Royal Society 
of Medicine might think fit, for the discovery of the causes and for 
the prevention of death in childbirth from septicemia, and he 
desired that the said Society should associate his name with the gift 
as the donor thereof, ; 

As his will provided that the matter should be dealt with by the 
Obstetricians, the Council of the Royal Society of Medicine at once 
placed the Nichols Bequest in the hands of the Council of the 
Section of Obstetrics and Gynecology. This Council appointed 
a Committee to settle the terms, which are as follows :— 


ROYAL SOCIETY OF MEDICINE. 
NICHOLS PrIZE.—First AWARD. 


In accordance with the will of the late Dr. Robert Thomas 
Nichols, the Royal Society of Medicine will offer, every three 
years, a prize of £250, open to any British subject, for the most 
valuable contribution towards ‘‘ The Discovery of the Causes 
and the Prevention of Death in Childbirth from Septicaemia.”’ 

Work submitted for the first award must reach the Secretary 
of the Society not later than June 30th, 1924, and must be marked 
‘* Nichols Prize.’’? It must be typewritten or printed, in English, 
and accompanied by the name and address of the author. 

Work already published may be submitted, provided that 
publication was not earlier than June 30th, 1921. 

If no work of sufficient merit be submitted, the prize will not 
be awarded. 

Letters should be addressed to Sir John MacAlister, Secretary 
of the Royal Society of Medicine, 1, Wimpole Street, London, 
Wt. 
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As to what is to be done with the Bequest when any excuse for 
the Prize, for the subject selected by Dr. Nichols has ceased, has 
not been decided. The Royal Society of Medicine, in such a case, 
is in the hands of the Charity Commission, and the matter would 
have to be referred to it. We have no doubt that it would agree 
that the-Prize should be offered for work on some analogous subject. 

We take this opportunity of drawing our readers’ attention to 
the fact that the Fifth British Congress of Obstetrics and Gyne- 
cology will be held in London on April 22, 23, 24, 1925. The 
subject for discussion at this Congress will be ‘‘ The prognosis and 
treatment of puerperal blood infection.’ It has been arranged 
that the introductory paper shall be prepared by representatives of 
the Section of Obstetrics and Gynecology of the Royal Society of 
Medicine, 
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Intrinsic Dysmenorrheea.' 


By W. Brair BELL, B.S., M.D. (Lond.), 


Professor of Obstetrics and Gynecology in the University, Gyne- 
cological and Obstetrical Surgeon to the Royal Infirmary, and 
Surgeon to the Maternily Hospital, Liverpool. 


PART I. 
THE NATURAL HISTORY OF INTRINSIC 
DYSMENORRHQA, 


HIsToORICAL Facts. 


PAIN associated with the menstrual function appears to have been 
recognized from the earliest times, and. we may presume that 
Dysmenorrhoea tested the imagination and skill of ancient Gynz- 
cologists more than two thousand years before the reign of 
Tutankhamen, for in the Ebers papyrus and also in the Brugsch 
papyrus—both compiled about 1500 B.c. from writings which were 
extant when the Pyramids were constructed some 3,000 years before 
the Christian era—considerable attention is paid to gynzcological 
disorders, among which the management of menstrual disturbances 
has a conspicuous place. 

Since Gynecology had reached so high a level in those far-off 
days as to require specialists in the practice of this branch of 
science, aS was indeed the case, we may presume that even many 
millennia previously the menstrual function and the disorders 
thereof aroused curiosity, if nothing more, in the acromegalic 
primitive man of Keith. Of the almost prehistoric beliefs and 
practices we can truly say that they can have been no more 
extraordinary than those prevalent in the fifteenth and sixteenth 
centuries after Christ. I do not propose to dwell on the superstitions 
and rituals of the ancients or on the more enlightened views of such 
comparatively modern authorities as Hippocrates, Aristotle and the 
numerous historians, Herodotus, Diodorus and the rest, who, it 
may be supposed, faithfully reflected the state of medical science 


1. Introduction to the discussion on Intrinsic Dysmenorrhea at the Congress of 
Obstetrics and Gynecology, held in Edinburgh, April 1923. 

Since this paper was not read at the Congress but formed the basis on which 
the introductory remarks were founded, it has been considered inadvisable to make 
alterations other than the addition of a footnote and a few emendations and cor- 
rections for the press, 
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of the times in which they lived; nor need I burden this brief 
historical survey with a vast array of names and exponents, com- 
mentators and compilers who flourished in the first millennium of 
the present era, although, as Gynzecologists we have special regard 
for the labours of Galen, Soranus, AZtius and Paul of A% gina, 

After that epoch came the darkness and superstition of the 
middle ages, with the complete stagnation, if not retrogression, of 
medical science. It is only during the last 100 years, in fact, that 
our knowledge concerning dysmenorrhoea has advanced at all. 

The ‘first appearance in the literature of descriptions of the 
different types of menstrual pain may be said to mark the transit 
of our knowledge from the empiricism of the past towards an 
appreciation of cause and effect. 

Churchill and Bennet in the middle of the nineteenth century 
clearly recognized three varieties, or types, of menstrual pain: 
namely, the neuralgic, the congestive and the mechanical. These 
authors included ‘ membranous dysmenorrhoea ’ in the ‘ neuralgic ’ 
group. A few years later (1886) Marion Sims insisted that painful 
menstruation ‘is almost wholly due to mechanical causes’’, in 
which he included a ‘* contracted os and a narrow cervical canal or 
a flexed one’’. This writer adds: ‘‘According to the facts stated 
above, it would seem that the pathology of dysmenorrhoea is yet 
to be written. [am fully of the opinion that it is simply a sign or 
symptom of disease to be found in some abnormal organic state. 
But whether (the cause be) inflammatory or not, its action is 
mechanical. [ lay it down as an axiom, that there can be no 
dysmenorrhoea, properly speaking, if the canal of the neck of the 
womb be straight, and large enough to permit the free passage of 
the menstrual blood’’. 

The progress that has been made during the past twenty years 
in our knowledge of the morphology of the genitalia and the 
physiology of menstruation enables us to consider the pathology 
and treatment of dysmenorrhcea on scientific lines, and confidently 
to assert with Marion Sims that dysmenorrhoea is a symptom, not 
a disease. It is owing to the fuller recognition of this obvious 
conclusion that we are to-day in a position to present a clear account 
of the causes of dysmenorrhoea, even though in the matter of 
treatment we may not yet have reached finality. 


DEFINITIONS. 


By the term ‘ Intrinsic Dysmenorrhoea’ reference is made to 
the vain which is due to some inherent abnormality in the structure 


of the organs of menstruation or. in the physiological processes 
connected with that function. 
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In contradistinction, the appellation ‘ Extrinsic Dysmenorrhoea’ 
denotes the menstrual pain which results from the presence of 
acquired pathological lesions in, or in the neighbourhood of, the 
pelvic genital organs. 

As I shall not deal further with extrinsic dysmenorrhoea in this 
paper, for the discussion to follow is concerned only with intrinsic 
dysmenorrhoea, it may be stated, in order thoroughly to clear the 
ground, that the pathology of this symptom when due to extrinsic 
lesions is simple, as is the treatment. Infections, neoplasms, 
displacements, traumata and subinvolution all may lead to increased 
menstrual flow with the formation of large intrauterine clots, to 
interference with the normal force and rhythm of uterine muscular 
contractions, or by the production of adhesions to the ovary or 
fibrosis in the uterus, prevent rupture of the Graafian follicles and 
swelling of the engorged uterus. These lesions, therefore, may 
give rise to premenstrual pain or to menstrual colic. The treatment 
consists of the cure of the obvious lesion present. 


SourcE OF MATERIAL FOR INVESTIGATION AND MANNER OF 
ARRANGEMENT. 


The number of cases of dysmenorrhoea investigated by any one 
observer has always been, and necessarily must always be, too 
small for true statistical purposes; consequently, there is some 
inequality in the results that have been obtained. This has been 
made more apparent, and at the same time more difficult of 
correction by comprehensive averaging, by the irregularity with 
which different authors have put together their figures, 

It is, | think, important to classify separately subjects from 
the working classes and those from higher walks of life. Moreover, 
it is absolutely essential that intrinsic dysmenorrhoea shall be 
distinguished from extrinsic dysmenorrhoea, and secondary intrinsic 
dysmenorrhoea from that of primary onset. The time of pain in 
relation to the menstrual cycle should be known, and the relation 
of child-bearing to the cure of intrinsic dysmenorrhoea should be 
taken into account, 

Now it is obvious that if so-called ‘ healthy subjects’, such as 
school-girls, are to be questioned, investigation can only be carried 
out by awoman. This at once introduces a possible source of bias. 
I think, however, that it will be generally agreed that the statistics 
published by women from the time of Mary Jacobi to the present 
day demonstrate the honesty with which the results have been 
recorded, even though some may deny that they reflect the honesty 
of purpose with which the investigations were undertaken. 

We had hoped to have before us to-day a vast array of figures 
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from which to draw our conclusions. That this hope has not 
materialized, is, | think, due to the fact that we have no general 
standardized method of case-taking. To obtain such figures the 
past as well as the present history of almost every case seen in 
hospital and private practice must have been recorded uniformly. 
I have myself always endeavoured to follow a schedule of this kind, 
except when the age of the patient, the urgency of a case, or other 
factors have militated against my best intentions. It happens, 
therefore, that I have many thousands of cases from which facts 
concerning the genital functions in women, recorded under definite 
and uniform headings, can be collected ; but the limitations of time 
and opportunity since I undertook to write this paper have 
prevented my going through the histories of more than one 
thousand cases. 

It may be said that the records of patients are valueless except 
in regard to the pathology of dysmenorrhoea, and are useless from 
the point of view of pain in ‘ healthy subjects’. I would, however, 
emphasize the fact that comparatively few of the women sought 
advice for dysmenorrhoea, and that in a large majority the 
dysmenorrhoea, when noted, was intrinsic and had dated from 
puberty, at which time of life the persons in question would have 
been considered ‘ healthy ’. 

In Table 1 these points are made clear. It is obvious that in 
the history of a case in which intrinsic dysmenorrhoea was stated 
to be primary in onset at the average age of 15 there will be little 
or no relation to the condition with which the patient may be 
suffering when she seeks advice at the average age of 33 years. 
In a certain number of cases, of course, the patient was young and 
complained of intrinsic dysmenorrhoea; and for this an allowance, 
strictly speaking, should be made, in spite of the fact that my 
figures are more favourable than those collected by others from 
subjects presumed to be ‘ healthy ’, 

In regard to extrinsic dysmenorrhoea my statistics of frequency 
are probably not accurate for the general population as they are 
taken from the histories of patients; but at least they show the 
comparatively rarity of dysmenorrhoea in association with acquired 
lesions. 

The 400 cases of private patients, which I have analyzed, were 
taken consecutively from the cards which contained complete 
menstrual details of all patients seen by me within the last year or 
two: and they represented about one half the total number, many 
records being, for the reasons already given, incomplete. The cards 
were classified under the various pathological headings—congenital 
anomalies, traumatic lesions, displacements, disorders of menstrua- 
tion and conception, infections, new growths and general. 
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Possibly, as I have just said, the cases of dysmenorrhoea included 
increased the general frequency of this symptom, but I think the 
increase must be very small in regard to intrinsic dysmenorrhcea. 

The details of the 600 hospital cases were collected from exactly 
similar material. The percentage figures in all tables have been 
calculated to the nearest whole number or decimal 0.5. The 
similarity throughout between the percentages in the two series of 
figures is of considerable interest, and gives them greater value. 
The approximation is so close that | have not thought it necessary 
to strike common averages in regard to the total number of 1,000 
cases. 

Of the patients with intrinsic dysmenorrhoea seeking relief from 
pain, which are presented in the second part of this paper, again I 
have only included those of whom the records are complete, or so 
complete as to be of practical value. These cases, however, are not 
recent only like those in the general figures, but are spread over a 
number of years. In this series, too, the frailty of human nature in 
the matter of case-recording and the limited time at my disposal has 
led to the exclusion of a very large number of interesting cases-- 
probably more than 50.0 per cent. of the total number. The details 
of most of the cases presented and their after-histories were 
collected for me; consequently, a disinterested person has gauged 
the results. 

In my own Statistics ‘cured’ means complete freedom from 
pain; ‘much improved’ means practically free from pain, or pain 
very occasionally. In calculating results only those cases that 
were cured or much improved are taken into account. If described 
as ‘improved ’, ‘ slightly improved’ or ‘in statu quo’ the result of 
treatment is considered to have been a failure. 

Some writers—for example, Marie Tobler and Catherine 
Chisholm—discuss psychical and general physical disturbances 
along with dysmenorrhoea; but I do not think such phenomena, 
although of great interest, require notice in a consideration of 
intrinsic dysmenorrhoea ; so in my own cases local pain of a definite 
and distressing character alone is considered, although I endeavour 
to indicate the contributory factors. Moreover, in giving the 
figures of others I have tried carefully to separate statistics relating 
to pain from those of other molimina, but this has not always been 
an easy matter. 


NATURE OF THE PAIN, 


In intrinsic dysmenorrhoea the pain may be premenstrual or 
intramenstrual in time, or it may be both premenstrual and intra- 
menstrual; very rarely is it postmenstrual, either alone or in 
conjunction with the other pain-periods. The so-called inter- 
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menstrual pain is not due to intrinsic causes. When premenstrual 
in time the pain is due either to painful ovulation or the engorge- 
ment of an underdeveloped fibrotic uterus. This pain is rarely 
severe; it is of an aching character and may extend to the sacral 
region and to the legs. When dysmenorrhoea is intramenstrual in - 
time it is due to uterine colic caused by irregular waves of contrac- 
tion in an underdeveloped uterus, and this is accentuated in the 
cochleate form of uterus; or it may be caused by painful uterine 
contractions produced during the expulsion of clots or mem- 
branes. The pain of distension from the addition of secretion 
to a hamatometra is neither entirely colicky nor is it engorgemental 
in nature, but of a peculiar tearing or cutting character which is 
intramenstrual in time. 

It will be seen in Vable 1 that the frequency of the various 
periods of pain varies somewhat in the different series of cases. 
With regard to the statistics of Marie Tobler, I must mention that 
the groups of intrinsic dysmenorrhoea were composed by me from 
the cases mentioned in which no lesion was found. This authoress 
does not herself separate her cases of dysmenorrhoea into eens due 
to intrinsic and those dependent on extrinsic causes. 

In all groups except two it will be seen that the intramenstrual 
period is the one in which pain occurs with the greatest frequency. 
In Marie Tobler’s cases the association of premenstrual with 
intramenstrual pain comes next in frequency. In my own series 
premenstrual pain is commoner than premenstrual and _ intra- 
menstrual together; and postmenstrual pain, as already stated, is 
very rare. 

It is hardly necessary to emphasize the well-known fact that 
pain is always relative, and that there is no standard whereby it is 
possible to measure the severity of it. The effect produced in 
different individuals, or in the same person in different environ- 
ments, is dependent on the sensitiveness of the sensorium in each 
case. Moreover, a vicious circle may be established. In this the 
pain suffered at previous menses produces anticipatory fear of the 


impending ‘ period’ with exaggeration of the pain suffered when 
menstruation appears. 


FREQUENCY OF DYSMENORRH@A, 


There is a general impression that the causes of dysmenorrheea, 
and of intrinsic dysmenorrhcea in particular, have followed in the 
train of civilisation, All the evidence available points to the truth 
of this conclusion. Yet, in view of the relativity of pain, it is 
extremely difficult to get exact statistics. There can be little doubt 
that individual tolerance in the matter of pain will influence any 
statistical study. By this I mean that, even though the actual 
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causal factors of intrinsic dysmenorrhoea be more common in 
civilized communities than in those of more primitive races, the 
higher sensibility of civilized women in regard to pain will tend to 
vitiate the result of any total estimation of the frequency and 
severity of dysmenorrhea, 

To the unbiassed observer of to-day it will be evident that, 
whereas the onset of extrinsic dysmenorrhoea may have no fixed 
and necessary relation to female work and employment, other 
than through the medium of the increased opportunities offered for 
pregnancy and infection, intrinsic dysmenorrhoea on the other hand 
may be, and indeed is, greatly accentuated if not initiated by hard 
work of an uncongenial nature; apd I use the term uncongenial in 
a biological sense, and in contrast with the congeniality of a happy 
and reproductive life. In all the statistics I have seen no distinction 
is made between intrinsic and extrinsic dysmenorrhoea ; but stress 
is laid on the severity or moderate degree of the pain. Now it is 
clear that it is information concerning the former of which we 
stand in need; the severity of pain is, as | have said, so extremely 
relative--what is incapacitating to one woman is bearable to 
another, and what is slight pain in some circumstances is unendur- 
able in other conditions — that the estimation of it is almost valueless 
in numerical statistics. 

In Table ut is presented a statement, showing the relative 
frequency of dysmenorrhoea sometime in the life of the subjéct. 
The frequency of intrinsic dysmenorrhoea in my cases is seen to be 
three times greater than that of extrinsic dysmenorrhoea. In Tables 
Iv and v I have estimated the frequency of intrinsic dysmenorrhoea 
in girls and adults respectively. 1 would call particular attention to 
the footnote to Table v which indicates the rarity of secondary 
intrinsic dysmenorrhoea. In a large majority of all cases of intrinsic 
dysmenorrhoea in adult life the pain has been continued from 
girlhood. 

Tables 11, tv and v may be compared with Tables vi and vil 
in which the figures collected by different observers are contrasted. 
How great are the variations is all too evident. 


PERIOD OF ONSET OF PAIN. 


Next, the question of the primary or secondary onset of 
dysmenorrhoea deserves consideration. Primary dysmenorrhoea 
may be strictly defined as menstrual pain coincidental with the 
onset of menstruation ; but as girls often menstruate intermittently 
and perhaps without pain on the first few occasions but suffer later, 
it is more convenient to consider intrinsic dysmenorrhcea com- 
mencing during the first two years after puberty as primary. 

I have been unable to find any information in the figures of other 
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TABLE III. 


Frequency of menstrual pain at some time during the life of the subject, 
and of the different types of Dysmenorrhea. 


Number| Source of Material 
Observer 


CY) and No pain Pain Intrizsic | Extrinsic 
Cases Type of Subject 
Mary Jacobi 268 Workers 35°0% | 


W. Blair Bell 400 Histories of 315% | 685% | 510% | 175% 
private patienta 


W. Blair Bell | 600 Histories of 37:0 % | 63:0% | 500% | 135% 
hospital patients 


TABLE IV. 


Frequency of Intrinsic Dysmenorrhwea in Girls. 


Source of Material Frequency of 
Observer an No. of Cases Intrinsic 
Type of Subject Dysmenorrhea 
W. Blair Bell Histories of 400 460 % 
private patients 
W. Blair Bell Histories of 600 43°65 % 
hospital patients Lo 


TABLE V. 


Frequency of Intrinsic Dysmenorrhwa in Adults. 


Source of Material Frequency of 
Observer an No. of Cases Intrinsic 
Type of Subject Dysmenorrhwa 
W. Blair Bell Histories of 400 384:0%* 
private patients 
W. Blair Bell Histories of 600 350% t 
hospital patients 


* Of this, only 5°0% was secondary in onset; 29°0% was continued from girlhood. 
t Of this, only 6°0% was secondary in onset ; 29°0% was continued from girlhood. 
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Observer 
| Cases 
Mary P. Jacobi | 268 
A. E, Giles 1000 


‘TABLE VI. 


Frequency of Dysmenorrheea in general in girls. 


| Number 


| 

| 

| 

Catherine Chisholm | 500 


W. Blair Bell 


W. Blair Bell | 600 


Number 
Observer of 
Cases 
Mary P. Jacobi 268 


Catherine Chisholm 100 


| 
| 
| 
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TABLE VII. 


Frequency of Dysmenorrhea in general in adults. 


Source of Material 
and 
Type of Subject 


Teachers and 
workers 


Source of Material | 
and No pain Pain | 
Type of Subject | 
| 
Histories of 470% 53°0% | 
___School-girls 
Histories of 35°0% 650% 
hospital patients 
School-girls 580%, 
Histories of 540%, 
_private patients 
Histories of 56°5% 
hospital patients 


No pain Pain 


540% 460% 


Teachers and 
workers 


Professional and 


no occupation 


Working class 


48 0%, 
44°5% 
| 


Healthy women of 
an athletic league 


69 0% 310% 


Marie Tobler 224 | 
obler 
“Mary A. Hodge 97 

W. Blair Bet! 400 

W. Blair Bell ~~ 


Histories of 


_ private patients 


Histories of 
hospital patients 


49 0% 51°0%* 


515% t 


* Of this in29°0% the pain was continued from girlhood; in 22°0% the pain 


was secondary in onset, 


t Of this in 29°0% the pain was continued from girlhood; in 195% the pain 


was secondary in onset. 


| 
| 
| 
| 
| 
| 
| 
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writers which indicates the relative frequency of primary intrinsic, 
secondary intrinsic and secondary extrinsic dysmenorrhoea. My 
own figures are given in Table vitt; and in Table 1x I have placed 
all varieties together in order to compare them with the general 
figures of others. In this collection surprising differences are again 
to be observed. Indeed, so great are the variations that I feel 
almost as though I had wasted many hours of distracting labour 
unravelling the statistics of the various writers; but the results 
at least demonstrate the need for an immense aggregation of 
collective statistics based on a uniform arrangement. . 


CLASSIFICATION, 


I have already referred to the way in which dysmenorrhoea was 
classified in the middle of the nineteenth century. This method of 
classification endured for many years in spite of Marion Sims’ 
attempt to limit dysmenorrhoea to the pain produced mechanically 
by a narrowed or flexed cervical canal. Lawson Tait (1877) also 
appears to have considered that in all cases in which pain coincides 
with the flow (intramenstrual) the causal factor is mechanical, and 
that in those in which the pain is present before the flow commences 
it is ovarian in origin. . 

In his Clinical Lectures (1886), Matthews Duncan clearly 
expressed the current teaching, which has persisted to this day. 
He says ‘‘ There are two chief kinds of dysmenorrhoea—the 
inflammatory and the spasmodic. Spasmodic dysmenorrheea is 
extensively known by the name of neuralgic: latterly it has been 
generally described-as obstructive or mechanical dysmenorrhoea. 
Spasmodic dysmenorrhoea may be combined with the exfoliative or 
membranous form...... ” This classification it will be seen is little 
if at all different from that of Churchill who wrote forty years 
earlier. The teaching of many in the present day appears to be 
very similar to that of the early Victorians for two types of 
dysmenorrhoea are described, the ‘ congestive ’ and the ‘ spasmodic ’ 
—some employ terms which are synonymous with’ ‘ spasmodic 
dysmenorrhoea ’, such as ‘ uterine colic’ and ‘ obstructive dysmenor- 
rhoea’. Membranous dysmenorrhoea is included under one of the 
above headings or considered as a separate entity. Others divide 
the types of dysmenorrhoea into ‘ primary’ and ‘secondary ’, but 
such a classification can only refer to the period at which 
dysmenorrhoea commences, whether at puberty or subsequently, 
and any other use of the term in this connexion is an abuse of the 
English language, which has suffered, and still suffers, much in 
the hands of medical writers, 

These classifications have the disadvantage that they conceal 
rather than reveal the pathological causal factors concerned, and 
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TABLE VIII. 


Frequency with which Intrinsic and Extrinsic Dysmenorrhwa 


are primary and secondary. 


Intrinsic Extrinsic 
Number| Source of Material 
Observer of an Primary | Secondary} Primary | Secondary 
Cases Type of Subject 

W. Blair Bell | 274 Histories of | 2557 
private patients 

W. Blair Bell 379 Histories of | 95% | 00% | 

hospital patients 
TABLE IX. 
Frequency with which Dysmenorrhcea in general is primary or secondary. 
Number Source of Material 
Observer of and Primary Secondary 
Cases Type of Subject 

Mary Jacobi 158 Workers 

John Williams 895 Not stated 97°5%, 25% 

Marie Tobler 700 Not stated 33°0% 670% 

W. Blair Bell 274 Histories of private 67:0% 330% 
patients 

W. Blair Bell 379 Histories of hospital 69°0% 310% 

TABLE X. 


Relation of childbearing to Intrinsic Dysmenorrheea. 


Primary Intrinsic Dysmenorrhwea Secondary Intrinsic Dysmenorrhwa 
Source of 
Observer an 
Number Number who Number of Number Number who Number of 
Type of Subject of had these cured by of h these cured by 
Cases children pregnancy cases children pregnancy 
W. Blair Bell Histories of 184 530%, 20 00% 
private patients 
W. Blair Bell Histories of 262 68°5% 21°5% 37 00% 00% 
hospital patients 


| 
| 
| 

| 

| 
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tend, therefore, to obscure the proper line of treatment; indeed, I 
think we may attribute the unsatisfactory state of some of our 
present methods of dealing with dysmenorrhoea, which largely 
consist of dilatation and curettage and the administration of 
analgesics, to the fact that the prevailing classifications— 
‘ spasmodic ’ and ‘ congestive ’, and ‘ primary’ and ‘ secondary ’— 
have led to attempts to alleviate a symptom rather than to remove 
the cause which may lie hidden in an inherent (intrinsic) or 
acquired (extrinsic) condition. 

For these reasons I have long believed and taught that the most 
scientific method of classification is that in which the symptom 
dysmenorrhoea is described as being due to an ‘ intrinsic’ or 
‘extrinsic’ lesion, and that constitutional factors are contributory. 
In our present discussion we are concerned neither with the acquired 
genital lesions already named, which may cause menstrual pain, 
nor with contributory factors, but with those inherent factors which 
give rise to intrinsic dysmenorrhcea—the type which has usually 
been found difficult to treat because the pathology has not been 
adequately studied. 


Intrinsic dysmenorrhoea may be due to one of the following 
local causal factors :— 


A. Morphological Anomalies. 
(1) Underdevelopment of the uterus : 

(a) Underdeveloped uterus of normal shape. 

(b) Underdeveloped uterus, with or without under- 
developed ovaries, with a conical cervix and pinhole 
os externum, or an hypertrophied cervix. 

(c) Underdeveloped uterus with acute flexion (Cochleate 
uterus). 

(2) Gross malformations : 

(1) Divided states of uterus, due to imperfect fusion of the 
Miillerian ducts. 

(2) Atresia of the cervix or vagina with a single or divided 
cavity. 

(3) Accessory occluded uterine cavities. 


B. Physiological Anomalies. 
(1) Intrauterine clotting of menstrual blood with the sub- 
sequent expulsion of blood-casts of the uterine cavity, 
(2) Excessive exfoliation of the endometrium (‘ Membranous 
dysmenorrheea ’), 


1. Bell, W. Blair. “Principles of Gynecology,” 3rd Edit., 1919, pp, 248 and 
616. 
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THE NATURAL CURATIVE INFLUENCE OF PREGNANCY. 


The importance of pregnancy as a curative factor in all forms 
of intrinsic dysmenorrhoea is well known, but it appears that this 
has been over-estimated; and importance has been wrongly 
ascribed, | think, especially by the older writers, to the dilatation 
of the cervix during parturition. There can be no doubt that the 
hypertrophy of the muscle-fibres which occurs during gestation 
and leads to the complete development of the uterus, plays an 
important part in the abolition of intrinsic dysmenorrheoea. 

In Table x the relation of child-bearing to intrinsic dysmenor- 
rhoea is shown. It is interesting to note that of the private cases 
of primary intrinsic dysmenorrhoea, a little more than one-half of 
the number had borne children later in life, and of these only one- 
half were cured of the dysmenorrhoea. Of the hospital patients 
about 70 per cent. bore children, but less than one-third were cured 
thereby. 

With regard to secondary intrinsic dysmenorrhoea, of fifty-seven 
cases not one had conceived ; indeed, had any done so it would have 
been impossible to assert that the cause of the dysmenorrhoea was 
intrinsic. No conclusion can be drawn, therefore, concerning the 
effect of pregnancy on secondary intrinsic dysmenorrhoea, but there 
is no reason to suppose that it would be different from that seen 
with primary intrinsic dysmenorrhoea. 


PART II. 


THE CLINICAL ASPECTS OF INTRINSIC 
DYSMENORRHGA. 


In this part of my paper I propose to follow the classification I 
have given and to set out under that schedule those of my cases 
the records of which are complete, From the point of view of the 
success of any particular treatment it is essential that we should 
be in possession of facts other than the ultimate results: for 
example, we require to know whether the dysmenorrhoea has been 
cured by the treatment adopted or by some subsequent circumstance 
in the life of the patient, such as pregnancy, to which reference has 
just been made, 

I shall not attempt to analyze the contributory constitutional 
factors that may influence dysmenorrhoea. I have indicated that 
the hypersensitiveness of the modern neurasthenic and hysterical 
woman may mystify us when we attempt to estimate the severity 
or otherwise of the pain. Some believe that dysmenorrhcea is 
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always a pure neurosis, but that this is not so will be evident in 
what follows, however much the severity of the pain may be 
exaggerated in an hysterical—uterus-affected—woman. 

It is noteworthy that not uncommonly there is more than one 
intrinsic causal factor, and, moreover, that dysmenorrhoea may be 
absent in the presence of a structural anomaly, but appear when 
some physiological disorder—intrauterine clotting, for instance— 
supervenes. 


MorPHQLOGICAL ANOMALIES. 


Underdevelopment of the uterus of normal formation, with or 
without underdevelopment of the ovaries. 


It is probable that a slight degree of underdevelopment of the 
uterus, hardly to be recognized on examination, is the commonest 
causal factor in primary intrinsic dysmenorrhoea. Our knowledge 
of the final stages of the transition of the uterus from the infantile 
type to the pubescent, and from the pubescent to the adult, is 
incomplete and worthy of extended study, if this be possible in 
view of the difficulty of obtaining suitable material. 

It is certain that in many cases the ovarian hormone is 
capable of stimulating menstruation from the incompletely 
developed uterus. There appears to have been a general impres- 
sion among gynoecologists in the past that incomplete development 
of the uterus is almost always associated with amenorrhoea or 
scanty menstruation. That this state does occur is, of course, 
true; but, on the other hand, it is not uncommon to see a normal 
flow, or even menorrhagia, from a uterus that is not completely 
developed ; and this signifies full development of the ovaries, for 
underdevelopment of the gonads is always associated with very 
scanty menstruation or amenorrhoea, 

Dysmenorrhoea is usually present in the circumstances under 
discussion, and it appears to be in evidence more frequently when 
the menstrual flow is normal or excessive than when it is scanty, 
as we would expect. 

There are one or two points of importance in the diagnosis of 
the degree of underdevelopment of the uterus which require to be 
mentioned. 

In a majority of cases the length of the uterine cavity as 
measured with the sound is practically normal. If the length of 
the cavity be much reduced there will be amenorrhoea, and conse- 
quently no dysmenorrheea. It is, then, not the total internal length 
of the uterus that is interesting, but rather the proportion between 
the length of the uterine cavity and that of the cervix; in other 
words, it is the stage towards the fully-developed adult uterus that 
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we require to know, and this can best be discovered by careful 
bimanual palpation with the patient under the influence of an 
anesthetic. If there be scanty and infrequent menstruation from 
a uterus with normal internal measurement and not too small a 
fundus, the ovaries are probably underdeveloped and dysmeno- 
rrhoea of ovarian origin may exist alone or be associated with 
dysmenorrhoea due to the uterine condition. 

The prognosis is not good in those cases in which the ovaries 
are underdeveloped. With full development of the ovaries and a 
moderate degree of underdevelopment of the uterus the outlook is 
fairly good if the patient be under twenty years of age when first 
seen, and there is a reasonable prospect that further development of 
the uterus and ovaries will follow treatment. If the patient be over 
twenty-five years of age it is only occasionally possible to effect 
improvement by medicinal means. It is, however, in these circum- 
stances that the patient often suffers with little or no pain. If the 
patient be under twenty years of age, an attempt must always be 
made to stimulate the further development of the uterus and ovaries : 
five grains of whole-ovary substance should be administered three 
times each day after food, and three to five grains of thyroid 
substance at night. The pulse-rate should be watched in all cases 
in which thyroid substance is given. 

When the ovaries are well developed and menstruation is of 
normal or excessive quantity, and the patient is under twenty-five 
years of age, thyroid substance alone should be administered. In 
this type of underdevelopment the patient may become pregnant 
and the uterus undergo full development. I do not think pregnancy 
occurs when the ovaries are incompletely developed. 

Operative treatment is rarely indicated in this clase of case. 

In Table x1 the histories of some cases of underdevelopment 
associated with dysmenorrhoea are given. It will be observed that 
the results of treatment on the lines indicated of what has hitherto 
been a most intractable type of case are extremely good, and I am 
sure other methods of treatment will not bear comparison with 
them. I regret that I cannot present more fully-recorded cases in 
this group, for I have seen and treated a considerable number, 

There is one point of interest not apparent in the table, and it is 
one with which I have frequently been impressed: namely, that 
while there can be no doubt that further development is encouraged 
by treatment with thyroid and ovarian substance, it is surprising 
how soon relief may be obtained. I have seen the alleviation of 
pain at the second period after commencement of the treatment. 
Has a structural change occurred in a few weeks? I do not know; 
but I think it may be possible. 

In Table x1 I have placed those cases which present no gross 
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abnormality. It will be evident, nevertheless, that in other states 
such as cochleate uterus, to be discussed directly, underdevelopment 
very frequently coexists, and treatment must be directed thereto as 
well as to the relief of the deformity, 


The part played by the internal secretory organs in the production 
of dysmenorrheea. 


It may be well at this juncture to dispose of the question of 
the relation of the internal secretory system to dysmenorrheea, 

I have been engaged in the study of the hormonopoietic 
system for many years, and | have endeavoured rigidly to 
observe the distinction between proven fact and hypothesis. 
I have, therefore, but little to say on the subject now under 
consideration, for the relationship between the hormonopoietic 
organs and dysmenorrhoea is purely indirect; that is to say, 
dysmenorrhoea may follow the effect on the genital organs of 
disturbances of the internal secretory organs, chiefly, so far as 
our present knowledge goes of the thyroid and the pituitary. 
It is possible, as I have found experimentally, to produce retro- 
gressive changes—amounting in some circumstances to destructive 
atrophy-—in the ovaries and uterus after operations on the thyroid 
and pituitary. 

In the human subject, serious disease of these glands in adult 
life usually so affects the genital organs as to cause amenorrhcea. 
When, however, the disturbance is one of early life and of minor 
degree, development of the uterus and ovaries may be incomplete, 
and, if the patient menstruate, there may be dysmenorrhoea. 
Hence it cannot be said that dysmenorrhoea, and it is this 
phenomenon | am discussing, is a symptom of hormonopoietic 
derangement, but rather that it is the result of imperfect 
development of the genitalia, which is associated with insufficiency 
of the thyroid and pituitary in early life. 

I have said nothing about pituitary medication, because it is so 

y required. 


Underdeveloped uterus, with or without underdeveloped ovaries, 
with conical cervix and pinhole os uteri, or hypertrophy of 
the cervix. 

Pinhole os externum and conical cervix. In going through the 
histories of many cases of conical cervix and pinhole os uteri, | 
have been struck by the frequency with which there has been no 
dysmenorrhoea; indeed, in a large majority of all cases this 
symptom has been absent. 

In Table xt are shown the only cases of which I have a 
complete history, and in which dysmenorrhoea existed. It will be 
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noticed that in the larger number the dysmenorrhoea was of 
secondary onset. 

It appears, therefore, that a pinhole os externum, although 
in many cases a bar to conception, is probably only primarily 
associated with dysmenorrhoea when the body of the uterus is 
poorly developed—a condition usually indicated by the imperfect 
development and small conical shape of the vaginal cervix. Such 
cases should, I believe, be treated by dilatation and _ posterior 
division of the cervix, and, if the uterus be underdeveloped, thyroid 
and ovarian substance should be administered according to the 
indications already mentioned. 

Congenital hypertrophy of the cervix. The patients that I have 
seen with this condition have not complained of dysmenorrhoea, 
but rather with what was supposed to be prolapse. In most cases 
the body of the uterus is well developed, and the lengthening of 
the cervix concerns the vaginal portion only. If in any case there 
were to be underdevelopment of the uterus then dysmenorrhoea 
might be present. 


Acute congenital flexions in the underdeveloped or fully-developed 
uterus (Cochleate uterus). 

The anterior cochleate uterus is very common—at any rate in 
the North of England—whereas the posterior variety is of extreme 
rarity. 

The pathology of the cochleate uterus | have described else- 
where, but I may perhaps recall the histological findings in the 
case of the underdeveloped anterior cochleate organ. There is, as 
in all underdeveloped uteri, a large quantity of fibrous tissue, and 
in the angle of flexion this tissue is disposed in an intricate 
interlacing fashion which prevents the anterior wall of the uterus 
from developing pari passu with the posterior wall in which the 
fibrous tissue lies in straight bundles. As a result, the posterior wall 
grows round the anterior and produces this peculiar malformation. 

Dysmenorrheoea in these ‘cases is often particularly severe, partly 
because of the state of underdevelopment with fibrosis, and partly 
because of the interference with the normal peristaltic wave of 
contraction at the angle of flexion, 

The treatment depends on the state of development or under- 
development of the uterus and ovaries. If, in spite of the 
cochleate deformity produced in early life, the uterus undergoes 
more or less complete development (fig. 1) treatment—if indeed 
any be needed, for in many cases there is no pain—consists of 
dilatation with posterior division of the cervix to increase the 
possibility of pregnancy if the patient marry or be married, is 
usually all that is necessary. If this fail, anterior hysterotomy 
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Figure 1. 
Cochleate uteri. The illustrations are exact representations of actual 
specimens of fully-developed and under-developed cochleate uteri. It will 
be observed that the flexion involves the cervix in cach case, and that the 


cervical canal is longer than the uterine cavity. 
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Figure 2. 
Anterior hysterotomy — first step : the cervix 
has been dilated, the vaginal mucosa incised 
and the bladder separated from the cervix. 


Figure 3. 

Anterior hysterotomy second step: the 
bladder is being held out of. the way with a 
retractor and the anterior wall of the cervix 
and internal os divided with scissors. 


Figure 4. Anterior hysterotomy— third step: the longitudinal 
muscle-layer of the cervix is being united with interrupted sutures. 


Lif 


Intrinsic Dysmenorrhoea 143 


may be performed with the strong probability of success. When, 
however, there is both underdevelopment and cochleation—if 1 may 
be allowed the term—of the uterus (fig. 1), we are face to face with 
a condition which has probably caused more disappointment in 
regard to the cure of the attendant dysmenorrhoea than all the 
other pathological conditions put together. The pain which may 
be agonizing occurs during the intramenstrual period. Dilatation 
may relieve partly, and temporarily for a few subsequent menstrual 
periods, but relapse is invariable. In a considerable number of the 
cases shown in Table xu dilatation had been performed by other 
surgeons once, or more than once, with no permanent benefit. It 
will be observed that in one case dilatation was practised by me. 
In this the uterus was well-developed but cochleate in shape. In 
all the rest anterior hysterotomy was the operation selected. It is 
possible that in’ some of the unrelieved cases this procedure was 
not adequately accomplished, for in young virgins the limited 
space may create some difficulty. Since January 1912 | have 
performed the operation in about 70 cases of cochleate uterus; but 
only those in which the records are practically complete are given 
in Table xu. 

I regret that accurate records were not made in every case that 
received treatment with thyroid substance after the operation of 
anterior hysterotomy. I have made a practice of prescribing the 
substance whenever the uterus is underdeveloped. 

The operation of anterior hysterotomy is performed in the follow- 
ing manner. The cervix is drawn down by means of silk-threads, 
and the vaginal mucosa with the bladder is separated from the 
front of the cervix (fig. 2). After a moderate degree of dilatation 
has been effected the anterior wall of the cervix and the os internum 
are divided with strong scissors (fig. 3). It is most important 
that the cavity of the uterus should be opened. Next, interrupted 
sutures are placed to coapt the superficial longitudinal muscular 
fibres of the cervix, which are clearly seen (fig. 4). The flap of 
mucosa is then replaced in position, and fixed with a few sutures. 
Often I also perform posterior cervical section to increase the 
prospect of conception. 

This operation does not appear to lead t to trouble in parturition. 


Congenital displacements of the uterus. 


It is well recognized that in regard to the development of the 
genital organs there are two stages or periods, the foetal and the 
pubescent; and, as it is not always possible to decide at which 
period, or whether between the periods, some anomaly may arise, 
we have—perhaps unfortunately—come to describe many errors 
of position or development as congenital when really they are 
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infantile. This is probably true of backward displacement of the 
uterus, which is by no means uncommon in girls and young 
women. I believe this displacement occurs a few years before or 
about puberty; and it is probable that retention of urine for too 
long periods in school-hours, and no doubt at other times, is the 
original cause. It has been the ‘custom in this country to regard 
simple retroversion in the nulliparous subject as a matter of little 
Or no importance, for it is usually symptomless, although when 
the woman marries it is commonly a cause of sterility. This 
attitude coincides with my own experience. Holden, quoted by 
Novak, states that in 25.0 per cent. of all cases of retroversion in 
nulliparous women there is dysmenorrhcea. This figure is, 
however, only about one-half of that representing the general 
frequency of intrinsic dysmenorrhoea. 

In Table xiv the few cases of which | have a complete history, 
and in which dysmenorrhoea was associated with the displacement, 
are shown. In these the treatment was directed to the correction of 
the displacement present in all but the last case with excellent 
results. In the last case on the list the displaced uterus was very 
small and was considered to be incompletely developed. For this 
reason an abdominal operation was considered inadvisable. 


Indiscriminate treatment by dilatation, or dilatation and curettage, 
in cases of underdevelopment and displacement. 


Before passing on to the consideration of the gross malforma- 
tions, | wish to make a few remarks on the series of structural 
anomalies already discussed. 

There are those who believe and practice for the relief of 
dysmenorrhoea due to the pathological lesions considered nothing 
more than dilatation of the cervical canal with or without curettage 
of the cavity of the uterus; and no doubt many figures will be 
produced in support of the procedures introduced, or at any rate 
popularized, by Sims half a century ago. 

I do not myself believe in the ‘ obstruction theory’, as it has 
been called, when applied to those cases in which the menstrual 
discharge is unclotted and there is no undue exfoliation of the 
endometrium. The fact that in cases of pinhole os externum there 
is no dysmenorrhcea unless the uterus be underdeveloped is good 
evidence against the possibility of obstruction. 

That dilatation and curettage do relieve so many cases of 
dysmenorrhcea demonstrates the commonness of a certain physio- 
logical anomaly that I shall mention directly. Dilatation by itself 
which some practice in order to overstretch—‘‘ paralyze ’’, they 
say—the internal sphincter, or os internum, seems to me difficult of 
attainment even if it be desirable. It is impossible permanently to 
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paralyze an involuntary sphincter muscle by mechanical means 
without damage to the muscle-fibres. It may be said that to 
damage by laceration is the objective. If that be so, is it not better 
to look to see what one is doing, and cut? In all cases in which 
attempts are made to paralyze the internal os uteri by stretching one 
of two things happens : the stretching, if carefully done up to about 
15 mm., may produce temporary dilatation of the internal os and no 
laceration ; but there is no normality in regard to the power of the 
tissues to stretch without tearing, so, for the surgeon always to 
dilate up to some dimension chosen, is mere empiricism, which 
must be found wanting and lead to laceration in some uterus or 
another, 

As I have said, if laceration be deliberately intended, the 
procedure selected—dilatation—lacks surgical precision; and in 
practically all cases the tear, when it occurs, is lateral into the 
broad ligament. Moreover, owing to subsequent scarring the whole 
object of the operation may be defeated. Only a few weeks ago I 
saw a lady in whom dilatation had been practised twice, and whose 
cervical canal was cavitated and internal os almost impervious: it 
was impossible to pass a sound into the uterine cavity, until the 
patient had been anzsthetized, and then only with difficulty. 

Holden has analyzed the histories of 95 patients from one to 
twelve years after dilatation and curettage had been performed for 
the relief of dysmenorrhoea in cases similar in type to those I have 
already discussed, Of these, 40.0 per cent. were much or entirely 
relieved for one year. At the end of twelve months after operation 
only 37.0 per cent. remained improved or free from pain. It is, 
therefore, important that no final result be recorded until at least 
twelve months after operation. My own statistics in regard to 
cases of this kind, in which the actual lesion was treated, give 
86.0 per cent. of absolute cures or of great improvement. 

As already stated in many of my patients with underdeveloped 
cochleate uteri the cervices had previously been dilated without 
success by others, and until a few years ago by myself. Sub- 
sequently to hysterotomy a large proportion—78.0 per cent.—have 
been cured. 


Gross Malformations. 


Divided states of the uterus, due to imperfect fusion of the 
Miillerian ducts. Many cases of bicornute uterus are seen, 
especially in industrial areas, where other malformations also are 
not uncommon; yet in quite a number dysmenorrhcea may be 
absent, and the condition be unsuspected until pregnancy or some 
lesion, such as fibromyoma, supervene. If there be dysmenorrhcea 
it may be due to excessive menstruation with intrauterine clotting of 
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Figure 5. 


Small ‘horn’ projecting from the cornu of an otherwise normal uterus, 
A collapsed cyst in the ovary is seen, 


Figure 6. 


| Section showing portion of the accessory uterine 
cavity, which contained menstrual. secretion. 
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blood. In other words, provided both horns be equally and well 
developed in a bicornute uterus, or the organ be fully developed in 
a septate or cordiform type, dysmenorrhoea is no more likely to 
happen than in normal circumstances. If, however, there be under- 
development in one or both halves of the uterus then, of course, 
dysmenorrhoea may be a prominent symptom and may lead to the 
discovery of the morphological imperfection. So, too, in a unicorn 
uterus, if the organ be fully developed dysmenorrhcea will be 
absent. 

A number of these cases has come under my observation, but 
I am at present unable to record each in full detail. One case, 
however, is worthy of special mention as it was of a most unusual 
character, indeed, so far as I know, unique. 


E. F. consulted me in 1913. She was then 29 years of age. She had 
commenced to menstruate at the age of 15 years. Her menstrual cycle was 


=y2y; Without pain. She was married and had had two children, When I 


saw her she had been suflering for some time with severe left-sided dys- 
menorrhoea and pain on the left side. Six months previously her appendix 
had been removed and the right ovary fixed in position. On examination 
nothing abnormal was discovered, but her pain was so severe that I felt 
further exploration was necessary. When laparotomy had been performed 
I discovered a small horn jutting out trom the left cornu of the uterus. 
This I removed with the corresponding tube and ovary which was cystic 
(fig. 5). Fiom that time the dysmenorrhcea completely disappeared. It 
is worthy of comment, and perhaps criticism, that the dysmenorrhaea was 
secondary in origin. 


The treatment of cases in which some part of the Miillerian tract by 
reason of its underdevelopment or anomalous development is giving 
rise to dysmenorrhoea is clear ; an attempt must be made to remove 
the part concerned with conservation of functional structures. 


Atresia of the cervix and vagina with a single or divided 
cavity. In this interesting group of congenital abnormalities we 
occasionally encounter a most severe type of dysmenorrheea. I 
refer to those cases in which the atresia is in the vagina just below 
the cervix, or in the cervix of a normal or bicornute uterus. 

The development of a small portion of the upper end of the 
vagina with complete absence of the middle part is comparatively 
rare. In these circumstances the menstrual pain is as severe as in 
the case of cervical atresia, and it is due, as already indicated, to the 
increased tension produced in the enclosing tissues by the addition 
of menstrual secretion at regular intervals, and by the contractile 
attempts at resistance of the uterine muscle. The pain may be most 
intense and completely incapacitate the patient, and it is, in fact, 
the severity of it which often leads to the discovery of the abnor- 
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mality. The pain is intramenstrual in time, and is of a cutting or 
tearing character. 

A good instance of high occlusion of the vagina with severe 
dysmenorrhoea is that which Professor Swayne was good enough 
to communicate to me a few days ago, and which | hope he will 
publish in detail. I quote his letter :— 


“A girl, aged 16, complained of periodic monthly acute pain, for which, 
on at least one occasion, she had to have morphia per rectum. 

When I examined her I found a normal uterus and ovaries but an 
occluded vaginal orifice in which there was a small pit somewhat to the 
left of the middle line, which admitted the tip of the little finger for about 
half an inch. On pressure with a large blunt pointed probe the membrane 
gave way and I worked up through the tissues until I felt I was a little 
behind the cervix which was covered by a layer of the vaginal wall. I 
incised this and*evacuated a certain amount of black blood, obviously a 
menstrual collection. On getting my finger into the opening in the sac I 
was unable to find any sign of a passage leading towards the outlet. (I did 
this as I thought I might have missed the lumen of an occluded vagina.) 

I am led to think that the upper part of the vagina, I should say for 
about 14 inches to 2 inches below the insertion in the cervix, had developed, 
and that the pit at the outlet was the commencement of the formation of 
the lower portion; but the intermediate part appeared to be completely 
absent.” 


It is uncommon to see congenital occlusion of the cervix with 
a functional uterus either alone, or with total occlusion of the 
vagina. I can only recall two cases in my own experience, and in 
these the recurring monthly pain was severe. In both the condition 
was treated by hysterectomy. It is not often that the patient seeks 
advice before irreparable damage has been done to the uterus; and 
this in a majority of cases precludes a plastic operation. 

Most of us have seen cases, and many have been described, in 
which one horn of a bicornute uterus with occluded cervical orifice 
has formed a hematometra. In these, too, the dysmenorrhoea may 
be of a most severe type similar in character to that just described. 
In the treatment it is possible sometimes to excise the offending 
horn; but if this be impossible the whole uterus must be removed. 

When a lateral vagina is occluded the question of dysmenorrhoea 
arising therefrom will depend on the expansibility of the vaginal 
walls. 

If the occlusion of the single or double vagina be at the outlet, 
giving rise to the commonest form of hzmatocolpos, menstrual 
pain only occurs in a few of the cases in which monthly molimina 
are noted. In twelve examples of haematocolpos in a single vagina, 
which I investigated some years ago, monthly pain occurred in 
four; that is to say in 25.0 per cent. of all cases. 
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I need say nothing about the treatment of vaginal occlusion, 
for it is usually quite a simple matter, 


Accessory uterine cavities. The presence of accessory uterine 
cavities in an otherwise normal uterus has not been definitely 
established. I have, however, come across one case of so much 
interest that I feel constrained to describe it in detail, for the condi- 
tion, so difficult to recognize clinically, may, for all we know, be 
common. Moreover, this case affords important evidence of the 
congenital origin of endometriomata of the uterus. 


G.D., unmarried and 25 years of age, complained of severe intra- 
menstrual dysmenorrhoea, which had been primary in origin, menstrua- 
tion having commence when the patient was 16 years of age with a cycle 
of .%,, When she was first seen by me the cycle was —*—, In spite of the 
fact that dilatation had been performed and that her abdomen had been 
opened by another surgecn and nothing abnormal found, I performed 
laparotomy. Careful palpation of the uterus, which on inspection appeared 
to be perfectly normal, revealed a small hard nodule about half an inch in 
length in the substance of the right wall of the uterus. I excised the lump, 
and on cross-section discovered a small cavity in the middle containing 
dark secretion. A histological section shows this to be a miniature uterine 
cavity (fig. 6). In the neighbourhood of the main portion of the endome- 
trium are several islets of endometrium surrounded by uterine muscele-fibres. 
Evidently a large diverticulum of endometrium had invaded the muscle wall 
of the uterus during development. This is proved by the presence of small 
down-growths. The paticnt was completely cured. 


To the group of cases just described and to those to follow | 
would call the careful attention of those who prate about the neurotic 
factor in dysmenorrhecea. 


PHYSIOLOGICAL ANOMALIES. 


Intrauterine clolling of menstrual blood. 


If it were normal for blood to clot in the uterine cavity, then my 
argument, to which I at first gave expression many years ago, that 
intrauterine clotting of menstrual blood is abnormal and may cause 
dysmenorrhoea, would have its foundations undermined. I may be 
excused, therefore, if I say a few words on the subject. 

In 1911 I published a paper in which I called attention to the 
fact that the blood from a hamatocolpos contains no fibrin ferment. 
In 1912 I wrote another paper on the same subject; and in 1914 1 
published a communication in which [ thought I had been able to 
prove my contention by the examination of menstrual secretions 
from a large number of women. 

Since that time this matter has been investigated by 
Whitehouse and others; and although these observers have agreed 
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that fibrin ferment is absent from the menstrual blood in the 
vagina, as I asserted, they appear to think that the absence of it 
is due to an antithrombin or a thrombolysin. | Whitehouse 
suggests that thrombolysin is secreted by the cervical mucosa.! 
This agent, it is supposed disintegrates the clots formed in the 
uterus. I have undertaken no further experiments, for it appears 
to me that the physiological and physical mechanism of such a 
procedure is altogether too vague to require experimental refuta- 
tion. I would, however, point out that when the uterus is removed 
during menstruation it is not usual to find a clot in the uterine 
cavity. Indeed, I cannot recall ever having found such a thing, 
perhaps because I do not remove the uterus for intrauterine 
clotting alone. Moreover, the blood in a hzeematometra is unclotted, 
Finally, high amputation of the cervix does not lead to clotting of 
menstrual secretion, This is an experiment every gynzcologist 
occasionally performs, 

I am convinced myself, both from my experiments and clinical 
experience, that true intrauterine clotting of menstrual secretion 
is not normal, that the ‘ menstrual clot’ as a normal phenomenon 
is a myth, and that Whitehouse’s statement “with the healthy 
endometrium clotting always takes place within the uterine cavity ”’ 
is not supported by any reliable evidence. I shall, therefore, 
proceed to discuss the formation of intrauterine blood-clots as a 
cause of dysmenorrhoea. 


In the clinical history of patients suffering with dysmenorrhoea 
due to intrauterine clotting the evidence of cause and effect is 
usually clear and complete. First, almost always there is free 
menstruation if not menorrhagia. The first case in Table xv 
which is concerned with this condition, is a possible exception. 
Second, in those cases in which the onset of pain is not primary 
the careful questioning of an intelligent patient invariably brings 
forth the information that the onset of dysmenorrhoea coincided 
with the first passage of clots during menstruation. This sequence 
of events is specifically mentioned and emphasized in a number of 


1. In the discussion following my introductory remarks Beckwith Whitehouse 
said that he had never asserted that the cervical secretion contains a thrombolysin. 
Reference to his paper on the subject reveals some confusion. He states: “In the 
first place, I venture to assert that with the healthy and normal endometrium 
clotting always takes place in the uterine cavity. This fact became evident to me 
when attempting to obtain menstrual fluid unmixed with the secretion from the 
cervical glands.” Later in the same paper Whitehouse states that menstrual. fluid 
itself contains a thrombolysin. It is surely even more difficult to understand how a 
clot can form in the uterus in the presence of a thrombolysin. Moreover, my 
experiments showed: that the addition of fibrin ferment to menstrual fluid causes 
clotting. I hope someday to be able to investigate the matter again. 


Treatment of Intrinsic Dysmenorrhea due to intrauterine clotting of menstrual blood. 
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my case records. At the same time an increase in the menstrual 
flow may be observed. 

The explanation of the phenomenon of intrauterine clotting is 
simple. If my view be correct that normally the formation of fibrin 
ferment is prevented, or this substance when formed is extracted or 
destroyed by some vital process in the endometrium as the blood 
passes through to reach the uterine cavity, then it is as obvious as it 
is true that if there be menorrhagia with the passage of a large 
quantity of blood over a period of several days, or merely a sudden 
gush during a few hours, much of the blood will escape too rapidly 
for there to be an opportunity or time for the endometrium to act 
upon it in the way described. This sequence of events harmonizes 
not only with the clinical manifestations described, which can be 
verified by anyone who cares to do so, but also with the evidence 
of my experiments. In many cases in which clots are passed there 
is no pain for the simple reason that the clots are formed in the 
vagina, the blood having escaped into the vagina so quickly that 
there has not been time for clotting to take place in the uterus. It 
is only in those cases in which blood is retained in the uterine 
cavity long enough to clot, if fibrin ferment be present, that 
dysmenorrhoea is experienced. This retention is probably due in 
part to lack of tone in the uterine muscle. The passage of a hard 
blood-cast of the uterus is a process that gives rise to severe 
intramenstrual pain, analogous to that caused by the expulsion of 
products of conception, Figure 7 illustrates an example of such a 
hard, laminate blood-cast within the uterine cavity. The uterus 
was removed by Professor Fothergill, who kindly gave the section 
to me, in a final attempt to cure the intense dysmenorrhoea with 
which the patient suffered. Figure 8 is a photograph of blood-casts 
of the uterine cavity all of which were passed at the same 
menstruation with great pain. On section these casts show the 
typical appearance of blood-clot. 

In Table xv the satisfactory results of treatment will be noted. 

As a rule, I prescribe calcium lactate in the first instance, and 
if this fail to relieve by decreasing the menstrual flow—probably 
by increasing the muscular tone of the uterus—dilatation and 
curettage are performed in order to remove the adenomatous 
endometrium which is often present. This hyperplastic or hyper- 
trophic development in the endometrium is now considered to be 
due to ovarian stimulation in excess of the normal. It is worthy of 
note that a majority of all cases of secondary intrinsic dysmenorrhoea 
are due to intrauterine clotting of menstrual blood. Moreover, this 
phenomenon is a common cause of secondary extrinsic dysmenor- 


rhoea in cases of subinvolution and other lesions associated with 
menorrhagia. 
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Figure 7. 
Section showing the endometrium lining a 
portion of the uterine cavity in the middle of 
which is a laminate blood-clot. 


Figure 8. 
Blood-casts expelled irom the uterine cavity during menstruation. 
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Excessive exfoliation of the endometrium. 
(Exfoliative or membranous dysmenorrhea.) 


I now come to the consideration of a very interesting condition, 
which has probably not received the general attention that is due 
to it. Exfoliation of the endometrium as a cause of dysmenorrhoea 
is not very common; yet numerous cases are overlooked for the 
simple reason that some expect to find a uniform cast of the endo- 
metrium—a membranous bag with three apertures for the Fallop- 
pian tubes and the cervix. I have myself had some excellent 
specimens of membranes brought to me by patients, but | have 
never obtained a complete cast. 

The whole question of membranous dysmenorrheea is obviously 
one of degree and effect: women who menstruate normally differ 
greatly in regard to the amount of denudation of endometrium that 
occurs ; and the effect produced in different women by the passage 
of an unusual amount of endometrium, which has become detached, 
varies considerably—-some have severe pain during the process; 
others appear to suffer not at all. The largest number endure 
intramenstrual pain of a moderate or slight degree. 

It may be said, then, that in general the severity of dysmeno- 
rrhoea associated with the passage of membranes has been largely 
overestimated. 

The etiology of the condition is unknown. The details given 
in Table xvi of eight cases with practically complete records from 
the twelve I have myself investigated show that there could hardly 
be wider divergence in regard to the particulars. Marriage and 
spinsterhood, childbearing and sterility, sexual intercourse and 
abstinence, dysmenorrhoea and almost painless menstruation ‘alike 
appear to be unrelated in any specific way to excessive exfoliation 
of endometrium; and although menorrhagia or epimenorrhagia is 
seen in a large majority of all cases, in one of my cases the 
menstrual flow was scanty. 

With regard to the pathology of the endometrial cast, first I 
would say that many supposed membranes which have been 
collected from menstrual discharge are found on_ histological 
examination to be nothing more nor less than blood-clots which 
possibly may contain a few endometrial cells that have become 
detached. Such cases should of course be treated on the lines 
already laid down for intrauterine clotting of menstrual blood 
associated with dysmenorrhcea. 

Not infrequently a membrane becomes rolled up, mixed with 
blood and converted into a solid cast. This type causes considerable 
pain during expulsion. 

A true exfoliation of endometrium forming a_ so-cailed 
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‘membranous cast’ has, | think, a very definite pathology. The 
exfoliation may be of the superficial layers of the endometrium 
when the cast will be thin like tissue-paper, and cause little or 
no pain during expulsion; or the denudation may extend to almost 
the whole depth of the endometrium, when the cast will be thick 
and so liable to be mistaken for the decidua in an early abortion. 
There is no pathological difference between the two types of 
membrane, but the clinical features are such as to make this 
distinction desirable. 

On histological examination of a number of specimens it is 
possible immediately to discover the sources of error in certain 
descriptions that have been made. For instance, Cuthbert 
Lockyer’s statement that ‘‘ menstrual casts were usually ..... 
composed of delicate embryonic tissues; the cells were small, 
shrunken and branching; the stroma was formed of a slender 
adenoid reticulum ..... ” only applies to shrunken, degenerate 
membranes which have undergone autolytic changes for several 
days before being fixed. In some cases degeneration appears to 
have commenced before detachment is complete, and in such 
circumstances there may be extensive leucocytic invasion. 

Recently | have examined sections of eighteen different 
specimens of exfoliated endometrium from ten patients under my 
own care. | have also at the same time examined from the 
laboratory collection sections of twelve different specimens of 
supposed exfoliated endometrial casts from nine cases. Of these 
six consist of blood-clot, in one of which a few endometrial cells are 
present in the clot, and of the rest, three were too badly fixed for 
description to be possible, and three are typical membranes. 

Having indicated the sources of error that are likely to arise, 
I wish to put special stress on the danger of describing membranes, 
in which extensive autolytic changes have occurred, owing to the 
period that has elapsed between the time when they were detached 
and the time when they were placed in fixative, as presenting the 
usual features of exfoliated endometrium. 

I have, however, twenty-one cases of exfoliated endometrium, 
from which to illustrate the essential pathological features! I 
intend to deal as briefly as possible with the matter, for I can 
merely reiterate the observations which I published in 1910 and 
1912, and again in 1913. 


Descriptions of membranes with pertinent clinical details. 


Mrs. E. L. Seven specimens in all were obtained from this patient, the 
details of whose case will be found in Table xvi. The passage of mem- 
branes did not commence until two years after salpingectomy had been 


1A lantern demonstration of many of these membranes was given. 
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performed. The passage of a cast did not occur every month. The 
pain was moderate. There was menorrhagia. The first specimen was 
discovered in the vagina in the out-patient department. ‘The membranes 
were always thick and sometimes were rolled into solid casts. Figures 9, 
10 and 11 illustrate the microscopical appearances of ‘some of these mem- 
branes. The histological features in all the four membranes are similar : 
the well-defined decidual reaction with the ground-glass appearance of the 
background, due to the sanguincous effusion, is well shown. 


Mrs. B. Two specimens were obtained from this case. Both were some- 
what imperfectly fixed. The history of the patient is very interesting. 
She was married in 1910 to her husband who is a doctor. For one year 
after the marriage there was abstinence from sexual intercourse. Consum- 
mation took place in January 1911, and from that date membranes were 
passed regularly every month. Here, it might be thought, was good 
evidence of a monthly abortion which, the older gynecologists held, was 
the explanation of membranous casts. It is interesting, however, to learn 
that the husband, aware of this opinion, refrained for two months from 
marital relations. Nevertheless the membranes were passed as_ before. 
The patient had been treated with mercury and potassium iodide without 
result. I was consulted by letter about the case, which, however, I did not 
treat; and I was told that two of the patient’s sisters, who were then 
unmarried, also passed membranes with regularity every month. Although 
the casts are fairly thick the pain suffered was moderate in degree. The 
histological appearances are similar in the two cases. There is imperfect 
fixation of the tissues, but the nuclei and outlines of decidual cells are to 
be observed. 


As a matter of interest, the histories of the two sisters of Mrs. B. 
are given here: 


S.A. F. No membranes were obtained from this patient who is a 
sister of Mrs. B. Previously to her marriage she passed membranes 
regularly. She had a child five years later, but the membranes continued 
to be passed as before. She became pregnant six months after her 
confinement, and had a miscarriage at the third month. Curettage was 
performed, but it is said by her brother-in-law that this was unnecessary. 
The passage of membranes continued. Twelve months ago another child 
was born, but the membranes are still passed, and they are bigger than 
formerly. 


R.W.S. I have obtained no membranes from this case who is a sister 
of Mrs. F. and Mrs. B., but her history, as I have obtained it, is given in 
Table xvi. 


Miss I. R. There is one specimen from this case. I have no further 
details of the history of the patient than those given in Table xvi. With 
regard to the pathology of the membrane, sections show that the decidual 
cells of the stroma, although not very large, are closely packed. 


Mrs. C. S. L. One specimen was obtained from this patient. It was 
much broken, and fixation was imperfect. The pain suffered at menstrua- 
tion was moderate in degree, and this together with the passage of mem- 
branes commenced five years previously after a miscarriage. There was 
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menorrhagia of a severe character. Dilatation and curettage followed by 
the administration of calcium lactate reduced the menstrual flow, but the 
pain and passage of membranes persisted for three months subsequently 
to the operation, when the patient became pregnant. Unfortunately, 
abortion occurred and sepsis supervened. I was asked to see Mrs. L. at a 
later date when I found pelvic infection on the left side. I performed 
supravaginal hysterectomy with left salpingoéphorectomy. When examined 
histologically the membrane is seen to be composed of imperfectly fixed 
glands, and of closely packed decidual stroma-cells. The epithelium of the 
glands has disappeared. 


Mrs. S. From this patient I obtained several specimens. Her history, 
too, is of considerable interest. 

I saw her first 10 years ago. She had started to pass membranes 
one year previously ; and she states that prior to a miscarriage brought on 
by abortifacient pills she had never passed a membrane. She then had 
very severe pain indeed every month. ‘Two years later there was another 
miscarriage after which she was curetted. The pain then became very 
much better, but she still continued to pass membranes. Two years ago 
ventrifixation was performed by another surgeon, but this made no 
difference to her condition except she thought it improved-her ‘ nerves ’. 
She has now commenced to have menopausal symptoms. The histological 
appearance is that characteristic of an imperfectly fixed membrane. There 
is a considerable effusion of serum, and on careful examination under a 


high power of the microscope the outlines of decidual cells are clearly 
demonstrated. 


Mrs. F. K. A single specimen was obtained in this case. The patient 
had been operated on elsewhere for appendicitis and infection of the right 
tube and ovary. She complained of menorrhagia with a moderate degree 
of intramenstrual pain. There had been some question of dilatation and 
curettage, and she sought my advice. She told me she passed clots during 
menstruation, so I asked for a specimen of anything that might be passed 
at the next menstrual period. After her next menstruation she sent me in 
a bottle of fixative I had given her for the purpose a piece of membrane of 
the same size as that of a shilling. Histological examination showed this 
to be a typical endometrial cast. The stroma-cells are decidual in character, 
and there are a few scattered glands which are becoming separated from 
the surrounding tissue. There is a slight leucocytic invasion of the mem- 
brane. There was improvement when the excessive menstrual flow was 
reduced by means of calcium lactate. 


Of other specimens of membranes | have been unable at present 
to find histories, although some of the patients were under my 
observation in the out-patient department many years ago. The 
specimens are, however, interesting and worth description. 


L. H. From this patient two good specimens were received. The first, 
illustrated macroscopically in figure 12, shows clearly the rough surface 
detached from the wall of the uterus and the smooth surface lining the 
uterine cavity and pitted with the orifices of the ducts of glands. The 
specimen on naked-eye inspection appears to be well-preserved, but on 
histological examination this was found not to be the case; there is, 
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however, definite evidence of decidual. reaction in the stroma-cells. The 
histological sections of the second specimen again show imperfect fixation, 
but again there is conclusive evidence of decidual reaction in the cells of the 
stroma. 


A.J. Sections made from a membrane from this patient show clearly 
the decidual reaction (fig. 13). 


E. A. was thirty years of age and suffered from severe epimenorrhagia. 
She passed typical membranes, showing the well-defined decidual reaction 
with much effusion of serum, giving rise to the ground-glass effect. The 
cervix of this patient was dilated and the uterus curetted, but there was no 
subsequent improvement in her condition. 


Mrs. G. The specimen from this patient shows in section a considerable 
superficial effusion of blood and serum, with glands and_ well-defined 
decidual cells in the deeper areas of the membrane. 


The sections from the laboratory collection are three in number 
from three cases, 


Miss M. Two sections from different specimens both show imperfect 
fixation. In the first the glands are more or less in the process of destruc- 
tion, and lie in a stroma densely invaded by leucocytes. There is some 
evidence of decidual reaction. The section of another specimen from the 
same case shows fibrin, round cells and possibly some disintegrating 
endometrial cells. It is probable, however, that this specimen is chiefly 
blood-clot. 


Miss F. The section of this membrane is interesting in that there are 
large aggregations of glands lying in a stroma showing decidual reaction 
(fig. 14). The sister of this patient also passed membranes. 


‘636’. This section has the ground-glass appearance of the background 
with decidual cells in the stroma, but these are not well fixed and there is 
pyknosis of the nuclei. ‘The membrane presents a picture, however, that 
cannot be mistaken. 


The histological sections demonstrated afford clear evidence 
that, if the exfoliated endometrium be well fixed, a decidual reaction 
in the stroma-cells is found. There is usually also a considerable 
effusion of blood and serum. «Neither of these phenomena is 
abnormal. It is quite normal to see in the endometrium a decidual 
reaction during the premenstrual phase of the menstrual cycle, and 
the effusion of blood must always occur. But in the presence of a 
dense decidual reaction, especially when this is deep-seated in the 
endometrium, the escape of blood may be so rapid that it is easier 
for the effusion to strip the endometrium—especially the superficial 
layers—from the deeper attachment, than it is for the blood to 
force its way through the endometrium. 
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Figure 13. 
Section of membrane from A. J., showing 
laree decidual cells. 


14. 
Section of membrane from Miss F., showing 
a group of glands Iving in a stroma of small 
decidual cells. 
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Treatment, then, should be directed to the control of the 
menorrhagia usually present and to the prevention, or limitation, of 
decidual reaction. Theoretically, the salts of calcium possess the 
power of restraining both the menorrhagia of intrinsic origin and 
the active imbibition of fluid by tissue-cells, which in the case of the 
endometrium is known as the decidual reaction. Practically, we 
are rarely successful by any means whatsoever in producing the 
required result; but I have no doubt that treatment on the lines | 
have suggested will someday reach the perfection desired, if 
treatment be necessary. 


GENERAL TREATMENT OF DYSMENORRH@A, 


1 have said practically nothing about the sociological and 
constitutional treatment of dysmenorrhoea : Carlsbad and exercise 
for the rich, and rest and fresh air for the worker. 1 have dwelt on 
the advantages neither of fortitude nor of a daily action of the 
bowels, which, like fresh air and exercise, should be habits of life, 
not cures for ailments that are indirectly influenced by the infringe- 
ment of them. 

With regard to the relief of pain, I hold that if we deal success- 
fully with the pathological cause this symptom will disappear. I 
have discussed the relativity of pain which no doubt is influenced, as 
I have stated, by health and environment. Sometimes, however, it 
is necessary temporarily to relieve while a cure is being effected : 
and in these circumstances atropin to inhibit the violence of 
involuntary muscle contractions, and the coal-tar analgesics are 
probably the most useful. Opium and its derivatives, and alcohol 
should never be given, lest a habit be established. 


SUMMARY AND CONCLUSIONS. 


1. Dysmenorrheea is a relative term, and the severity of the pain 
may depend on the patient herself, on circumstances in her environ- 
ment, on the obligation to work and on her ability to rest during 
menstruation. 

2. At least 50 per cent. of all women suffer with dysmenorrhea. 


3. In the foregoing dissertation I have attempted to show that 
the study and treatment of the symptom dysmenorrhoea is 
profitable only when the pathology of the condition is taken into 
account. 


4. In describing the pathological conditions responsible for 
dysmenorrhoea it is advisable to classify them into intrinsic and 
extrinsic causal factors. The intrinsic factors are commoner and 
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of more importance than the extrinsic. Intrinsic dysmenorrhoea is 
in a large majority of cases primary. Extrinsic dysmenorrheea is 
almost always secondary and is comparatively rare. 

5. Underdevelopment of the uterus is an important factor in 
the causation of pain, whether the uterus be of normal shape or 
cochleate in character. Atresia of the upper vagina and of the 
cervix of the normal or the divided genital tract may give rise to 
severe dysmenorrhoea. 


6. Intrauterine clotting of menstrual blood alone, or in associa- 
tion with other causes of intrinsic dysmenorrhoea, is a very common 
factor in the production of dysmenorrhoea. 


7. Excessive exfoliation of the endomentrium does not often give 
rise to the severe dysmenorrhoea usually ascribed to this condition. 
When pain is present it is due to the association of intrauterine 
clots with membranes, which together form a compact mass. The 
histological features of the cast of exfoliated endometrium are 
constant if the tissue be fixed before autolytic changes have 
occurred: there is well-defined premenstrual decidual reaction of 
the stroma-cells, which, especially near the surface, lie in a medium 
of serous and sanguinous effusion: and the superficial epithelial 
cells and those lining the glands are cubical in shape and have large 
clear nuclei. In most cases of excessive exfoliation there is profuse 
menstrual flow, and, the blood being unable to break through the 
dense decidual barrier, the membrane is stripped off the deeper 
structures by the effusion behind it. 


8. Child-bearing has not so great an influence in the natural v 
cure of dysmenorrhoea as is generally believed. 


g. Excluding dysmenorrhoea due to excessive exfoliation of 
endometrium, the treatment of all cases of intrinsic dysmenorrheea, 
if scientifically applied to the removal of the causal factor, gives a 
high percentage—86.0 per cent.—of relief. In my series the lowest 
percentage of great improvement or absolute cure is 78.0 per cent. 
in the case of the cochleate uterus. Anterior hysterotomy is the 
best treatment in a majority of cases for this condition. 


10. The empirical performance of dilatation, or dilatation and 
curettage, for intrinsic dysmenorrhoea is not to be recommended in 
the present state of our knowledge; for, if generally applied, these 

, ; procedures lead to disappointment both in the immediate and 
remote results, the percentage of great improvement or absolute 
cure being about half of that obtained by the scientific treatment 
of the causal factor. In the special circumstances I have indicated, 
however, dilatation and curettage may be the correct line of 
treatment. 
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I am indebted to Mr. R. A. Hendry for a number of the photo- 
micrographs, and for superintending the collection of pictures; to 
Mr. Hugh Reid for obtaining much of the information concerning 
the cases of dysmenorrhoea and the after-histories; to my house- 
surgeon, Mr. Tobin, for getting together the details from the 
histories of the six hundred hospital patients, which I have used for 
the analyses of the frequency of various features of dysmenorrheea ; 
to my secretary, Miss Read, for her skilful aid in the preparation 
o! the tables. Without the assistance of these and other helpers 
this report could not have been prepared within the space of five 
weeks. 

REFERENCES. 
Bell, W. Blair. “ Menstruation and its relation to the Calcium Metabolism.” Proc. 
Roy. Soc. Med. (Sect. Obstet. and Gynwcol.), 1908, i, 291. 
“The Nature of Hematocolpos Fluid ....... the chemical composition of 
menstrual discharge and the cause of its normal non-coagulability. .... . « 
Proc, Roy. Soc. Med. (Sect. Obstet. and Gynecol.), 1911, iv, 234, 
“ Exfoliation of the Endometrium during menstruation.” Proc. Roy, Soc, Med. 
(Sect. Obstet. and Gyncol.), 1912, v, 153. 
“Further investigations into the Chemical Composition of Menstrual Fluid... .” 
Journ, Obstet. and Gynecol, Brit, Emp., 1912, xxi, 209. 
“The Genital Functions of the Ductless Glands.” Lancet, 1913, i, 809 and 937. 
“The Pathology of Uterine Cysts passed during Menstruation.” Surg. Gynucol. 
and Obstet., 1918, xvi, 651. 
“The Cause of Non-coagulability of Normal Menstrual Fluid, and of Patho- 
logical Clotting.” Journ. Pathol and Bacteriol., 1914, xviii, 426. 
“ Disorders of Function.” System of Gynucology, edited by Eden and Lockyer, 
1917, i, 287—415. 

“The Pituitary,” London, 1919. 

“The Principles of Gynecology,” London, Ist edit., 1910; 3rd edit., 1919. 

‘‘The Sex Complex,” London, 2nd edit., 1920. 

Bennet, J. H. “A practical treatise on Inflammation of the Uterus.” 3rd edit., 
London, 1853. 

Chisholm, Catherine. “ Menstrual Molimina.” Journ. Obstet, and Gynacol, Brit. 
Emp., 1913, xxiii, 288 and 389. 

Churchill, F. “Diseases of Women,” 8rd edit., Dublin, 1850. 

Giles, A. E. “ Menstruation and its Disorders” London, 1907. 

Holden, F. C. “ Dilatation and Curettement for Dysmenorrheea.” Amer, Med., 
1905, x, 776. 

Jacobi, Mary P. “The Question of Rest for Women during Menstruation.” 
New York, 1877. 

Novak, Emil. ‘“ Menstruation and its Disorders.” New York, 1921. 

Sims, Marion. “ Clinical Notes on Uterine Surgery.” Tondon, 1866. 

Tait, Lawson. ‘“ Diseases of Women,” London, 1877. 

Tobler, Marie. “Uber den Einfluss der Menstruation auf den Gesamtorganismus 
der Frau.” Monats. f. Geburts. und Gyndkol, 1905, xxii, 1. 

“Uber primare und sekundire Dysmenorrhe.” Monats, f. Geburts. und Gyndkol., 

1907, xxvi, 801. 

Williams, John. ‘On the natural history of Dysmenorrhea.” T7'rans. Obstet, Soc., 
1882, xxiv, 103. 


162 


Primary Chorion Epithelioma of the Fallopian Tube.* 


By Betuet Sotomons, M.D., F.R.C.P.L, 
Gynecologist, Mercer’s Hospital, 


and 


E. C. Situ, M.B., B.Ch. (Dub.), 
Pathologist, Mercer’s Hospital. 


THERE have been four main theories suggested for the occurrence 
this condition :— 
(1) Secondary to pregnancy in the tube: this is the most 
common cause. 
(2) Embryomata. 
(3) Deportation of villi. This is most often seen with vesicular 
mole. 
(4) Devitalization of the egg cell. 
It is not intended to discuss in general these various possible 
etiological factors, but the report which follows of a case which 
occurred in the practice of one of us (B. S.) will demonstrate clearly 
the necessity for mentioning the above theories. 

Mrs. W., having been referred by Dr. Prior Kennedy, was 
admitted to Mercer’s Hospital on January 15th, 1923. She is aged 
40, married 17 years, has had eight children, all of whom are well, 
the youngest being three years of age, no abortions, miscarriages, 
nor premature births. 

Since the birth of the first child 16 years ago she has been 
troubled from time to time with backache, but she has never had 
any illness. The menstruation was 21 day type, lasted three or 
four days, was always regular: there was no dysmenorrhoea or 
intermenstrual discharge. 

She was sent to hospital because of continuous hemorrhage 
since her last menstruation which had started three weeks before 
admission, She also complained of anorexia, wasting and great 
thirst. It was apparent that she was suffering from profound 
anzmia; she was wasted and slightly cachectic, 

Gynecological examination revealed a small tumour on the 
anterior vaginal wall about two inches from the vulva: it was the 


* Read at the British Congress of Gynwcology and Obstetrics, Edinburgh, 
Aoril, 1923, 
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size of a hazel-nut and the colour of claret. On bimanual examina- 
tion the uterus was found to be normal in size, shape and position, 
the fornices were normal with the exception of the left where an 
ovarian tumour, the size of a large grape-fruit, was diagnosed. 

From the appearance of the vaginal tumour a diagnosis of 
chorion epithelioma was made, and it was removed. 

As she was not in a fit state for major operation she was given 
stimulating treatment and alkalinisation for a week. During this 
week the temperature rose once to 99° F., and the pulse-rate varied 
between go and 100; at the end of the week her condition was still 
extremely serious, but in order to make an attempt to save her life 
operation was determined on. 

After a mesial suprapubic incision a tumour, evidently of the 
same nature as the vaginal growth, was evident. It occupied a 
large part of the left side of the true pelvis; the tube and ovary 
could not be discriminated; it was close to the left cornu of the 
uterus (see Fig. 1) and was extremely adherent to the surrounding 
intestines. As the condition of the patient was critical a quick and 
simple operation was decided on—the adhesions were separated and 
a supravaginal hysterectomy with removal of the mass in the left 
side and the tube and ovary of the right side was done; the pelvic 
colon was over-sewn where it had been adherent and bleeding. 
The patient had been getting submammary saline during the opera- 
tion, and as she was holding her own the cervix was removed. The 
abdomen was closed without drainage. 

The convalescence was very stormy, and so ill did she appear 
that word was left several times reminding the resident staff of the 
necessity for a post-mortem examination. For 10 days the tem- 
perature varied between 100° and 105° F. and the pulse-rate was 
between 120 and 140. She could not retain saline solution given 
by the rectum, so during these anxious days it was given six-hourly 
under the breasts. The other usual methods for combating collapse 
were resorted to. She had two doses of horse serum, 10 ccs., which 
seemed to benefit her. She left the hospital well at the end of the 
fourth week, the wound having healed by first intention and the 
pelvis being apparently normal, 

We have hopes that at this Congress some light will be thrown 
on the cause of the chorion epithelioma in this case. The chance 
of it being secondary to tubal pregnancy is most doubtful, for her 
periods had always been absolutely regular, and the corpus luteum 
found was apparently that of menstruation. The question of 
devitalization of the egg cell, as suggested in the paper of Cope 
and Kettle! may be dismissed at once in this case as it may 
be probably dismissed in most. There was no question of vesicular 
mole—we await opinions as to whether it is an embryoma. 
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Another interesting point is the cause of the continuous post- 
operative pyrexia. Our own view is that it was due probably to 
secondary deposits, and that these gradually cleared up after the 
removal of the primary tumour. It is the first success we have had 
following the dictum of removal of a primary chorion epithelioma 
in the presence of metastases. 

It is impossible to suggest definite symptoms for the disease. 
Rossier,? in describing an interesting case in which the hamoglobin 
percentage sank to 18, suggests three characteristics : 

(1) symptoms of ectopic pregnancy ; 

(2) period of rest; 

(3) quick development of tumour with pain and cachexia. 
Jeanneret® contents himself by saying the history is that of tubal 
pregnancy followed by rapid growth, but adds that the diagnosis 
is made only at operation or at post mortem. We cannot suggest 
any definite cardinal symptoms for the disease. 

The signs are those of tubal pregnancy or ovarian cyst, and in 
the few illustrations which are given of cases the picture is typical-— 
a very small pedicle formed by half to one inch of the uterine end 
of the tube, then the tumour. A reference to the illustrations in 
the papers of Hugier and Louvain‘ and that of Jeanneret shows 
how similar these are to our specimen. 

The treatment is to operate when possible even in the presence 
of metastases. The results of Philips’s case and of ours are striking 
evidence of this formula. 

The prognosis is distinctly bad. Hartz,5 whose case is the 
latest we could discover after an exhaustive search of the literature, 
says that 3.5 per cent. of chorion epitheliomata occur in the tube. 
As he mentions only 300 cases of uterine chorion epithelioma we 
do not believe that these statistics are of much use, as there must 
be numerous cases of uterine chorion epithelioma which are not 
reported in the literature. In Cope and Kettle’s paper 15 cases are 
collected, and of these three recovered: it seems worth while 
remarking on these :— 

(1) The case of Albert® which followed pregnancy : the tumour 
was the size of a man’s head, was adherent, and removed piece- 
meal: the woman lived. (2) L6fqvist’s? which was very early and 
was diagnosed apparently by chance, and which occurred in a tube 
which had been previously the site of a tubal pregnancy and had 
been conserved. The third patient to live was the very successful 
case of Miles Philips.§ 

There are certain special points which seem to be of interest in 
considering this subject. 

Nagelsbach® remarks on the long latency. His case of chorion 
epithelioma of the uterus commenced 153 months after miscarriage ; 
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Fig. Photograph of the tumour. 


Fig 2. Microphotograph of a part of the tumour. In places 
the syncytium shows well-marked vacuolation, 
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this is of special interest bearing in mind the possibility of the 
suggestion of the pregnancy of three years previously being held 
blameworthy for our case. He remarks that in cases of abdominal 
hemorrhage of unknown origin chorion epithelioma should be 
thought of. 

In view of the discussion at last year’s Congress on the conserva- 
tion of the tube in tubal pregnancy we find that Rossier? and Bazy!° 
look on the tube in tubal pregnancy as being potentially malignant, 
a view that is borne out by the case of LOfqvist? and is shared by 
us. Nothing has been proved about the connexion of ovarian 
cysts and chorion epithelioma although a great deal of work has 
been done on the subject. 

Cottalordal' looks on the presence of ovarian cysts as a danger 
sign; in fact he says when vesicular mole is accompanied by the 
presence of ovarian cysts hysterectomy is the treatment; if unac- 
companied the treatment is removal of the mole with observation. 


NAKED Eye APPEARANCE. 


Uterus. The uterus was pale in colour and felt very hard. It 
measured 4.75 cms. in its vertical axis and about 2.5 cms. in thick- 
ness. When cut open it was found to be very dense and fibrosed- 
looking. Some large vessels were apparent in the wall of the 
organ. The mucous membrane appeared to be thicker than 
normal. The cavity of the uterus contained a small amount of a 
blood-stained slightly sticky substance. The cervix appeared 
normal, 

Right Tube and Ovary. The right tube was tortuous and 
thickened. There was no evidence of any active inflammatory 
process. The ovary was small, hard, wrinkled, and atrophic. 

Left Tube and Ovary. The left side was completely occupied 
by a large dark mass about the size and shape of an elongated 
lemon. It was separated from the uterus by a thick fibrous capsule 
which was assumed to be formed by the expanded wall of the tube. 
This capsule became thinner towards the ovarian extremity, form- 
ing in places only a delicate membrane over the mass. Where the 
tumour was apparent through the thin parts of the capsule, it had 
a variegated or mottled dark-red and white appearance. Here and 
there in the capsule distended capillary plexuses were evident and 
small haemorrhages occurred. The mass was of uniform consist- 
ence, smooth and non-fluctuant. On the posterior aspect of the 
tumour and continuous with the capsule, an irregular fibrosed, 
elongated body, about 3.5 cms. long, was present. This was taken 
to be the left ovary. When the tumour was cut open in its longi- 
tudinal diameter it had the appearance of a large dense blood-clot 


E 


166 Journal of Obstetrics and Gynecology 


with white patches of varied size scattered through it. The tissue 
was very friable and required careful handling. At the uterine end 
appeared the capsule which had attracted attention on the superficial 
aspect. It was fully half a centimetre in thickness and was com- 
posed of what was apparently dense white fibrous tissue. This 
capsule extended around the tumour for about a quarter of its 
circumference and then gradually faded off and became indistin- 
guishable. The mass could be separated quite readily from the 
capsule at the uterine end, being attached to it only by thin, shiny, 
membranous folds. In the remaining area the tumour was 
definitely adherent to the capsule and inseparable from it, The 
capsule formed, as it were, a hinge for the two halves of the tumour. 
At the ovarian end the capsule again became more definite, but was 
much more delicate than at the uterine end. Numerous cuts were 
made in different planes through the mass. [Everywhere the same 
mottled appearance presented itself. In places, areas composed 
entirely of blood-clot were seen. The cuts which passed through 
the ovary (lying on the back of the tumour) showed this organ to 
be fibrosed. Some small Graafian follicle cysts were present. A 
corpus luteum was also noticed. 

The Vaginal Secondary Growth. This was a small papilloma- 
tous-looking body about 12cms. in its greatest diameter. The 
surface was fairly smooth and was mottled over with dark hzemor- 
rhagic areas. When cut, the surface appeared homogeneous in 
consistence and was streaked with haemorrhages. Covering the 
growth was a definite light-coloured area, presumably the vaginal 
surface epithelium. 


MicroscopicAL APPEARANCE, 


Numerous wax blocks were made from the uterus, right tube 
and ovary, the tumour and the vaginal secondary growth. Sections 
were made and stained with van Gieson, eosin and hzematoxylin, 
and pyronin methyl green, 

The Uterus. In the slides examined the uterine mucous mem- 
brane appeared to be in the interval or resting stage. The glands 
were not convoluted to any extent and any secreted material was 
scanty. The surrounding stroma was dense. Plasma cells were 
very scarce. Some of the glands had become cystic and contained 
a few degenerated cells. None of the sections examined showed 
any decidual cells or chorionic villi.. Here and there in the stroma 
collections of small round cells (not plasma cells) were visible. In 
some places these were arranged around a gland. The surface 
epithelium was lacking in parts and some small extravasations of 
blood were present. The vessels in the body of the uterus were 
thick-walled and slightly hyaline. 


Fig 3.) From a section in the region of the capsule. On the 
left ave fragments of muscle tissue. On the right, the tissue 


of the tumour, 


te 


Fig. 4. Section of the secondary in the vagina. The surface 
epithelium is seen at the top left-hand corner. At the bottom 


and to the right is the tissue of the tumour. 
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Drawing from a section of the vaginal secondary. 
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Right Tube and Ovary. There was nothing abnormal revealed 
in the sections of these. 

The Tumour. As this was so large it would have been extremely 
difficult if not impossible to cut serial sections. Instead an attempt 
was made to take blocks, beginning as close to the uterus as 
possible, and then working out into the tumour. In addition to 
these numerous blocks were made from different parts of the mass 
and from the attached ovary. The sections made from blocks taken 
close to the uterus were found to contain the Fallopian tube. 
The lumen was irregular, but no plicae were visible, and was com- 
pletely lined with epithelium. A small quantity of secretion lay 
in the lumen. The wall, composed of muscle tissue, with some 
intervening fibrous tissue strands, was very thick. Some small 
round cells were present. In the sections from blocks taken further 
away from the uterus the tube showed definite formation of plicz 
and appeared to have a much wider lumen, Finally, it apparently 
became dilated by the tumour (Fig. 2) and formed the capsule 
(Fig. 3) described under the naked eye appearances. This capsule 
was composed mainly of dense fibrous tissue, oedematous in parts, 
but also contained delicate strands of muscle tissue. In some of 
the sections this capsule was much thicker and the muscle tissue 
more definite, On its inner aspect the tumour tissue was composed 
of masses of syncytial masses and groups of Langhans’ cells. The 
Langhans’ cells were, for the most part, in tightly packed masses. 
Numerous darkly-staining nuclear bodies (mitoses) were present. 
Covering these cell groups were irregular masses of syncytium. 
The greater number of these contained well-marked vacuoles, and 
densely-stained small pyknotic nuclei. Others were simple masses 
of protoplasm. In manv parts the syncytium appeared as long 
irregular strands. Scattered through the tissue of the tumour 
numerous areas of fibrous tissue containing fragments of muscle 
were seen, apparently part of the original wall of the Fallopian 
tube. Wherever the tumour was found in the vicinity of ovarian 
tissue it was seen to be separated from it by a well-formed granula- 
tion tissue barrier. In places the superficial epithelium had 
proliferated and appeared as a layer of cubical epithelium covering 
the wall of granulation tissue. Many of the sections showed large 
hemorrhagic areas containing degenerated celJ-masses, with pale, 
indistinct nuclei. The ovary itself was found to contain numerous 
Graafian follicle cysts and a corpus luteum which was fibrosed and 
presented the appearance of a corpus luteum menstruationis. 


The Vaginal Secondary Growth (Figs. 4 and 5). The covering 
squamous epithelium was ulcerated in parts. Collections of organ- 
isms were seen with the pyronin stain, The basement membrane 
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showed slight round-celled infiltration. Underneath this basal layer 
the supporting fibrous tissue contained many round cells and 
hemorrhagic areas. Dilated vessels were also present. A small 
nodule of tumour tissue occurred just under the epithelium. In the 
deeper parts the fibrous tissue gradually gave place to the invading 
masses, composed of vacuolated syncytium, Langhans’ cells, areas 
of hemorrhage and fibrinoid degeneration. The tumour tissue was 
partly surrounded by condensed fibrous tissue. In general, the 
structure of the secondary resembled exactly that of the primary. 
growth, 

The literature on the subject of chorion epithelioma of the tube 
is very sparse, while much is to be found on the disease in the 
uterus. We have discovered a case which has never been 
published except in the report of the Rotunda Hospital for 191 1-12.'? 
It is probably chorion epithelioma of the tube. The remarks on 
it are ‘‘ laparotomy for pelvic swelling ; consisted of very vascular 
tissue densely adherent to intestines; separated with difficulty and 
further operation abandoned; died few minutes after operation. 
Microscopically chorion epithelioma. No post-mortem.” 

One cannot study the subject generally without reading 
Teacher’s monumental work on the disease in general, and 
Risel’s* 1516 on the disease, with particular reference to the tube; 
Sundé’s "? late and lengthy monograph too is worthy of attention. 


CONCLUSIONS, 
The pathological and clinical findings seem to show— 

1. That no pregnancy, either intra- or extra-uterine, sufficiently 
recent to account for the condition found, had occurred. 
This conclusion was arrived at from a consideration of 

(a) The appearance of the uterine mucous membrane. 
(b) The nature of the corpus luteum, 

2. Taking into account the relation of the tumour tissue to the 
ovary and to the expanded tube, it was apparently grow- 
ing in the latter and not in the ovary. 


ADDENDUM. 

Since this paper was written the patient was sent back to the 
Hospital. She was suffering from pain in the left iliac region and 
hemoptysis. It was obvious that secondary growths were present, 
and she died after she had been in the hospital for a week ; that was 
three months after the first operation, 


PosT-MORTEM 
A post-mortem was made on April 11, 1923. 
Abdomen. When the abdomen was opened an excess of blood- 
stained fluid poured out. The intestines were somewhat distended. 
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Drawing of two of the secondaries in the June 
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On drawing up the omentum a large bluish mass was noticed filling 
up the left side of the pelvis and extending up into the abdominal 
cavity proper. When examined, it was found to be adherent to the 
pelvic wall and to the pelvic colon. This part of the large gut was 
tightly fixed to the tumour in its entire extent, the line of attachment 
being apparently along the mesenteric border. The descending 
colon was tied off and the intestines separated and removed. The 
appendix measured 10.5 cms, long. It hung down over the pelvic 
brim and was fixed in the pelvic cavity by loose fibrous adhesions. 
Some of the appendices epiploicze contained small haemorrhagic 
masses. The entire pelvic contents were then dissected out 
en masse, leaving only the bony wall of the pelvis. In places this 
wall was roughened and darkly-stained where the tumour had been 
adherent to it. When removed, the growth was found to be partly 
covered by expanded mesenteric tissue. The pelvic colon lay firmly 
attached to its posterior aspect. It was not distended and when 
opened up along its free border it was found to contain a quantity 
of mucus. No ulceration was seen either in the pelvic colon or 
rectum. When numerous cuts were made in the tumour the tissue 
composing it appeared to be similar to that of the neoplasm in the 
tube. It was dark, hemorrhagic and friable, extending right up 
to the wall of the pelvic colon but not penetrating it. The wall of 
the intestine in this region was thickened and inseparable from the 
tumour. The bladder was not involved and no enlarged glands 
could be found. The tumour was about 15 cms. long and 7 cms. 
wide. 

Spleen. This organ was enlarged, soft and vascular looking. 
When cut, several dark, irregular, haeemorrhagic-looking areas were 
noticed. 

Kidneys. The kidneys were enlarged and pale. When the 
capsule was stripped some small hamorrhages were exposed. On 
section the tissue appeared pale. The pelvis of both organs was 
dilated. 

Liver. The liver was large and pale. No secondary growths 
could be found. 

Thorax. When the pleural cavities were opened no excess of 
fluid was present. The left lung was adherent in its apical region. 
Both lungs were slightly emphysematous. 

Heart. Pericardium normal, no excess ‘of pericardial fluid. 
The muscle tissue appeared sound and the valves healthy. 

Lungs (Fig. 6). Numerous nodules were found protruding 
from the surface of the lungs. Their size varied from that of a 
pea to a small plum. Some lay in the free edges of the lungs, 
others were embedded more or less in their substance, They all 
had a dark, hamorrhagic appearance and 1tesembled the secondary 
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growth in the vagina. A few of the nodules showed pale lobulated 
areas. In all twelve of these secondary growths were found. 
Ilzmorrhagic streaks were present on the suriace of the lungs 
under the pleura. When cut, no further secondary growths could 
be found. 
The brain was found to be normal. 

Pieces from the various organs were fixed in Zenker’s solution 

and wax sections were subsequently made. 


Microscopic APPEARANCES. 


The Pelvic Tumour. Sections were made through the colon 
and including the adjacent tumour-tissue. The surface, formed by 
the epithelium of the pelvic colon, was catarrhal and many 
desquamated cells lay in the lumen of the intestine. A considerable 
quantity of mucous material, staining deep blue with hamatoxylin, 
was present. The submucous coat was fibrosed and the muscular 
layers were degenerated in places. Externally, the tissue of the 
tumour had penetrated the peritoneal layer in many _ places. 
Sections of the tumour showed this to consist of vacuolated masses 
of syncytium lying among large numbers of lymphocytes and 
polymorph cells with many extensive hzemorrhagic areas. Lang- 
hans’ cells were very scanty and could be recognized only with 
difficulty. 

Spleen. There was nothing of any importance in the sections 
of this organ. The tissue was congested, numerous haemorrhages 
were present and the capsule and trabeculae were very dense, with 
hyaline changes in parts. 

Kidneys. The epithelium of the tubules showed some degenera- 
tion. The nuclei were indistinct. A few of the glomeruli had 
undergone hyaline degeneration. Fattyechanges were present but 
were not very marked. 

Liver. Extensive fatty changes, most marked in the centre of 
the lobules, had occurred. 

Appendices Epiploice. No tumour cells could be made out in 
sections of the hamorrhagic nodules found in the appendices. 


Lungs. The smaller nodules resembled in structure the original 
tumour in the tube. Syncytial masses predominated. In places 
the broken-up alveolar walls appeared. In the immediate vicinity 
of the secondary growths the lung tissue showed considerable 
compression. In the tissue further away from the nodules, catarrhal 
changes existed to a marked degree, accompanied by numerous 
extravasations of red cells into the alveoli. 


The pleura was 
fibrosed. 
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The large nodules were composed almost entirely of broken- 


down hzemorrhagic tissue with syncytial remnants embedded in it. 


won 


ere and there degenerated alveolar walls were visible. 
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Heart Disease in Pregnancy. 


By A. LeyLanp Rosinson, M.D. (Lond.), F.R.C.S. (Eng.). 


Hon. Assistant Surgeon, Hospital for Women, and The Maternity 
Hospital, Liverpool. 


FOLLOWING the modern advances in surgical knowledge and 
treatment there has been a tendency for obstetrics to become a 
purely surgical art. It is true that the toxaemias and other non- 
surgical conditions essentially the result of conception have been 
the object of much research, but the relationship of pregnancy to 
intercurrent or pre-existing disease has received much less attention, 
This has been due in part to the difficulty of obtaining the necessary 
clinical material and to the general lack of interest in pre-natal 
work, and also to the fact that such cases do not belong to the 
province of ordinary obstetrics but chiefly claim the attention of 
the general physician, 

In the presence of independent organic disease, pregnancy is 
sometimes regarded as incidental and secondary if not subsidiary : 
its significance has not been realized, for it may constitute a com- 
plication of such gravity and exert so profound an influence on 
other morbid processes, that the patient dies, as a result of concep- 
tion, from a disease which otherwise would not necessarily be fatal. 

Heart disease in pregnancy illustrates this principle : the patient 
is first and foremost a heart case, but her heart presents a problem 
of great importance to the obstetrician who is responsible for her 
delivery. 

Sir James Mackenzie, in the preface to his work on the subject, 
criticizes the paper of an obstetrician by saying :—‘‘ The writer’s 
attitude to the subject was that of 50 years ago, in fact the views 
expressed were not so recent as those of Angus Macdonald when 
he published his treatise in 1878’’; and further, ‘“ the obstetric 
physician, if one may judge from modern text-books, has never 
taken the trouble to understand the elements of cardiology.”’ 


These remarks suggested a threefold enquiry into— 
(1) Macdonald’s book. 


(2) The elements of cardiology, and 
(3) The relation of modern obstetrics to heart disease. 
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Macdonald founded his book on 31 cases and expressed in it the 
following conclusions :— 


Chronic heart disease, and specially severe mitral stenosis and 
aortic incompetency, ought to be looked on as a grave contra- 
indication to marriage. Mitral regurgitation is a much milder 
complication in pregnancy. 

The onset of heart failure during pregnancy is of serious 
prognostic significance. 

Exposure to cold and severe exertion are both to be carefully 
avoided. 

““ Downbearing ’’ during labour must be eliminated as far as 
possible by the use of the forceps or version, and chloroform is 
to be recommended in most cases, 

Premature labour is to be induced seldom or never, as it is 
likely to do more harm than good, except in women with great 
distension of the abdomen (e.g., in cases of hydramnios). 

Lactation cannot be permitted as it favours the persistence of 
cardiac hypertrophy. 


Macdonald’s conclusions are in the main surprisingly applicable 
to the present time but some of his opinions must be modified in 
the light of recent cardiological research following on the introduc- 
tion of new methods of investigation. 

Diagnosis and prognosis are now much more accurate as a 


result of this work, which may be summarized under three head- 
ings :— 

(1) The interpretation of murmurs. 

(2) The estimation of heart efficiency. 

(3) The demonstration of the myogenic theory of heart conduc- 


tivity with its rational explanation of many obscure forms 
of cardiac irregularity. 


The Significance of Murmurs, 

For long, heart murmurs were regarded as sounds of ill-omen— 
they always meant heart disease, and heart disease meant sudden 
death. 

The unfortunate owners of such murmurs were cautioned as to 
the risk of indulging in the gentlest exercise, became invalids by 
compulsion, and often lived in miserable isolation. In women, 
pregnancy was forbidden or abortion induced. 

Modern cardiology has a very different gospel. It teaches that 
many systolic bruits are innocent and even employs the term 
physiological to some of them. That functional murmurs may 
have no significance whatever or be due to temporary disturbances 
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. (such as debility, anaemia, or overwork), which respond readily to 
treatment. 

Even murmurs of organic origin and the result of valvular 
disease do not necessarily imply a gloomy prognosis. Often the 
smaller the leak the louder the murmur, and such patients with a 
good cardiac muscle can safely undertake the ordinary responsi- 
bilities of life and still attain longevity. 

Adventitious sounds which indicate cardiac obstruction are more 
significant : such obstruction must lead to impairment of the heart’s 
efficiency, but even in these cases the outlook depends less on the 
murmurs than other factors, of which the condition of the heart 
muscle and its capacity for work are of first importance. 


The Estimation of Cardiac Efficiency. 

The work of the heart is adjusted to the bodily activities. 
Muscular effort calls for an extra supply of oxygen and therefore 
more blood—the demand is satisfied locally by relaxation of the 
blood vessels and centrally by increased heart action. 

At rest the heart is relatively quiescent and exerts only a fraction 
of its energy, to which the term rest force is applied. The extra 
response required by effort is met by an inherent reserve power 
called the reserve force. This physiological reserve is capable of 
doubling, trebling, or even quadrupling the amount of blood passing 
through the heart (John Hay). 

The amount of reserve force varies with the individual, is 
diminished by disease, and is limited in the healthiest subject. 
Exhaustion of the reserve is heralded by symptoms of distress 
which protect the patient by indicating the onset of heart failure. 
The recognition of these danger signals enables the observer to 
estimate the limit of the heart’s capacity for work, and hence to 
judge the efficiency of the heart muscle. 

When applied to diseased hearts the estimation of cardiac 
efficiency affords a reliable method of determining the significance 
of abnormal signs such as murmurs and irregularities, which per se 
may be very difficult to interpret, 


Signs of Heart Failure. 


The symptoms to be looked for occur in the following order :— 
1. Distress after effort. 

Cardiac pain—-in the left chest, arm or wrist--sometimes a 
sense of weight in the arm or a feeling of constriction in 
the chest. 

Changes in Respiration.—Increase in the rate of breathing 
and air hunger. At other times vague pains associated with 
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food and usually ascribed to indigestion are the first symp- 
toms. In each case the pains are characteristically relieved 
by rest. At a more advanced stage of heart failure, distress 
signals are shown in the absence of effort and when the 
patient is in bed by a slight increase in the rate of respiration, 
some acceleration of the pulse-rate, and oedema of the lungs, 
the onset of the latter being indicated by crepitations at the 
pulmonary bases which at first disappear after deep respira- 
tion. 

2. Later on these adventitious sounds persist in spite of 
increased respiratory efforts, and oedema is followed by 
hypostatic congestion and effusion. 

3. Finally the classical signs of serious heart failure make their 
appearance—with cyanosis, orthopnoea, enlargement of the 
liver and dropsy. 


The production of these changes is no longer explained by the 
back pressure theory, i.e. increasing incompetence of valves with 
consecutive damming back of the blood through the various cham- 

‘bers of the heart. This theory, which unduly emphasized the 
importance of the valves of the heart, was disposed of by McKenzie 
when he discovered auricular fibrillation. 

To explain the condition of auricular fibrillation reference must 
be made to the physiology of the normal conduction of the heart 
impulse, which in health is propagated along a definite neuro- 
muscular pathway, 


The Myogenic Theory of Heart Conductivity. 

The wave arises in the sino-auricular node in the right auricle ; 
this node acts as timekeeper and sets the pace for the heart. 
The impulse travels through the auricle to another node (Tawara) 
situated between the auricle and ventricle, and spreads from here 
along the bundle of His to terminate in the walls of both ventricles. 

Damage of this specialized pathway by rheumatic or other 
toxins obstructs or delays the passage of this conduction wave and 
produces heart block--or vicarious and untimely impulses may arise 
in the node and set up premature contractions and other forms of 
cardiac irregularity. Such cases must be referred to the cardiologist, 
but many forms of arrhythmia have little prognostic significance, 
and do not in themselves contraindicate pregnancy. Auricular 
fibrillation is in a different category——it is present in 50 per cent. 
of all persistent irregularities and in go per cent. of all cases of 
severe cardiac failure. It is common in mitral stenosis, and 
therefore relatively frequent in pregnant women with heart disease. 

It has been shown that the fibrillating auricle is no longer beating 
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in a co-ordinate manner, each muscle fibre is twitching indepen- 
dently, there is no true systole, and the auricle is functionally 
inactive. The auricle is not merely useless, but dangerous, for 
instead of initiating the normal contraction wave in an orderly 
sequence of impulses and thus setting a moderate pace for the 
heart—the twitching muscle bombards the ventricle with a shower 
of disorderly stimuli. 

Only a certain number of these stimuli are capable of producing 
ventricular contractions. The ventricular rate therefore depends 
upon the susceptibility of the bundle of His, and this susceptibility 
to stimuli is diminished by heart block and by drugs of the 
digitalis group. 

In any case ventricular systole is completely irregular, and 
although it may be slow it is usually very rapid and ineffective. 

This rapidity is followed sooner or later by exhaustion of the 
heart muscle—dilatation and heart failure. If the rate is slow 
and the heart muscle fairly sound the patient may live for years; 
but, generally speaking, fibrillation reduces the heart’s output 
by 40 per cent. (Hay). 

It is therefore very doubtful whether pregnancy should be 
permitted in the presence of fibrillation. The latter is usually 
permanent, but may cease spontaneously and _ never recur. 
Clinically, it can be recognized with fair accuracy without the 
use of apparatus. 


(1) There is a sudden onset with distress. 

(2) The presystolic murmur disappears as the auricle is no 
longer contracting. 

(3) There is a characteristically disordered action of the pulse 
which is completely irregular. 


One must now consider the obstetric side of this subject. 
Pregnancy and labour influence the heart and circulation in many 
ways. 

(1) The increasing size of the uterus and its contents imposes 
a heavy weight on the patient. 

(2) The extra demands of the growing breasts, uterus and 
placental circulation require an increased output of blood 
from the maternal heart. 

(3) The uterine tumour produces certain pressure effects, 
particularly in primigravide. 

a. In the later months the heart is displaced upwards 
and rotated to the left. 

b. The costal angle is expanded and the bases of the 
lungs and the heart itself are subjected to pressure; 
this interferes with the freedom of movement of these 
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organs, and embarrasses the pulmonary circulation, which 
is particularly undesirable in mitral stenosis. 

c. Of the minor effects varicose veins and oedema may 
be mentioned : the pelvic vessels are especially sensitive 
to pressure on account of the physiological relaxation 
induced by pregnancy. 


Although the heart’s apex beat is dislocated upwards and 
outwards there is no evidence (from radiograms, etc.) to support 
the once popular view of cardiac hypertrophy. 

This cardiac dislocation is most pronounced at term, but 
diminishes during labour and disappears quickly and completely 
after delivery. 

Pregnancy undoubtedly entails more work for the heart and at 
the same time increases the load by impeding the cardiac move- 
ments and obstructing the pulmonary circulation. 

It is unnecessary to enlarge upon the fact that natural labour 
means hard muscular work, and that vascular stress is shown by 
cyanosis and congestion of the face in the second stage, increased 
rapidity of the pulse-rate and elevation of the blood pressure during 
the pains and signs of fatigue after delivery. 

In healthy women there are physiological adaptations which 
successfully deal with the situation, but in the presence of cardiac 
disease no guarantee of successful adaptation can be given, and the 
outlook will depend upon the condition of the heart muscle and its 
reserve power. 

In recording a series of 39 cases recently treated in Liverpool I 
wish to express my thanks to the Honorary Staff of the Maternity 
Hospital for kindly permitting me to use their notes on these 
patients. 


26 were cases of mitral stenosis. 


6 » regurgitation. 
. « “ functional heart conditions. 


Six patients died, a mortality of 15 per cent, or, excluding the 
functional group, 17.6 per cent. Five deaths were associated with 
mitral stenosis, and one was due to aortic a complicated 
by mitral stenosis. 

It is evident that mitral stenosis and aortic regurgitation form 
the most important group of cases, and that mitral regurgitation 
and functional heart trouble are much less serious. 

The functional cases are interesting from the point of view of 
diagnosis. Five women admitted for heart disease were found on 
investigation to be suffering from (1) hysteria; (2) chronic bron- 
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chitis with diminished lung capacity; (3) anamia; (4 and 5) 
debility. All had systolic bruits of a functional type and no other 
sign of heart disease. In one case labour was induced at the 38th 
week for breathlessness, the remainder went to term, and all 
delivered themselves by the natural forces without the slightest 
sign of cardiac disturbance. 


Mitral regurgitation, six cases. 

In each case there was some encroachment on the cardiac reserve 
power as shown by a reduction in the amount of work capable of 
being performed by the patient without distress. 

In one case only the early signs of cardiac failure were detected ; 
there was a good response to treatment, labour was induced at 34 
weeks, and the patient was safely delivered by forceps. Two 
patients were delivered at term by forceps. 

In three other patients pregnancy terminated prematurely :— 

(1) After induction of abortion at 18 weeks (for hydramnios, 
not for cardiac failure). 

(2) After induction at 38 weeks. 

(3) Spontaneously at 37 weeks. 


None of these cases of regurgitation showed any signs of circu- 
latory failure during labour, and all left hospital in a satisfactory 
state of health. 


Aortic regurgitation, two cases. 

The first, a mild type, had six weeks’ treatment in the Rest 
Home. The reserve power was good and no signs of heart failure 
were discovered ; under careful supervision the patient was allowed 
to go to term when she delivered herself by the natural forces. 

The second was a bad case of aortic regurgitation and double 
mitral disease: the patient was admitted at the 3oth week of preg- 
nancy with bad heart failure and auricular fibrillation; the latter 
responded to digitalis, but in spite of persistent care the heart broke 
down again a month later; labour was induced and completed by 
forceps, but the patient died two days after delivery. 

No general conclusions can be drawn from two cases, but in the 
opinion of experienced cardiologists aortic regurgitation is a bar 
to pregnancy unless the heart muscle is exceptional—for if heart 
failure once sets in it rarely if ever responds to treatment—and the 
first attack progresses to a fatal termination. 


Mitral stenosis. 
Of 26 cases nine were classified as mild, ten severe, seven bad. 
Of the nine slight cases seven received treatment during preg- 
nancy as in-patients for periods ranging from one to eleven weeks. 


Heart Disease in Pregnancy 179 


Six were delivered at term by the natural forces, and in one case 
labour was induced at term and delivery completed with instru- 
ments, 

In two women spontaneous labour set in at the 33rd and 38th 
week respectively, 

One patient showed signs of cardiac distress during labour, and 
in a second the puerperium was complicated by a pulmonary 
embolism on the 2nd day, but all the cases left the hospital 
apparently well. 

The ten severe cases had fair cardiac reserve power, but showed 
definite signs of heart failure during pregnancy, such as cough, 
cyanosis and hemoptysis, whilst three women had auricular fibril- 
lation, 

Seven patients received treatment of from one to ten weeks’ 
duration in the Rest Home—in two others this point is uncertain— 
whilst one unfortunate woman who definitely refused to remain in 
hospital was delivered in her own home and died three weeks later, 
The remainder (nine cases, three of them with auricular fibrillation) 
were delivered in hospital and made good immediate recoveries. 
Premature labour came on spontaneously in six cases and was 
induced in the seventh, while three women went to term. 

Two patients showed serious decompensation during labour but 
made good recoveries after delivery. 

All the seven bad cases showed a marked degree of heart failure 
with fibrillation. Three received hospital treatment as in-patients, 
and compensation was restored in each case before delivery. The 
first, a primigravida, was delivered by Cesarean section; in the 
second, premature labour came on spontaneously at the 36th week 
-—-both recovered. In the third labour was induced at 36 weeks 
after three weeks in hospital, with good result. Unfortunately 
labour was prolonged by a difficult breech presentation, severe heart 
failure occurred during labour, and the patient died three days 
later. Four bad cases received no hospital treatment before 
the development of advanced heart failure—all four women died. 


(1) A primigravida of 30—induction of abortion, at 16 weeks— 
death 22 days later. 


(2) A 3-para, 27 weeks pregnant, died undelivered after two 
days’ treatment in hospital. 


(3) A 6-para, of 44, refused to come to hospital during 
pregnancy, was admitted in labour at 38 weeks and died 
two days after delivery. 


(4) A primigravida of 45, admitted in labour at term, died 
undelivered four hours later. 


| | 
| 


180 Journal of Obstetrics and Gynecology 


Attention must be drawn to the effect of prenatal treatment on 
these cases of mitral stenosis. Excluding nine women with mild 
disease there remain 17 severe or bad cases; of these, 12 received 
satisfactory treatment, and one died (a difficult breech delivery). 

Five patients received no satisfactory treatment, and they all 
died. 

Nine patients had auricular fibrillation, five of these received 
treatment, and only one died (the above-mentioned difficult breech), 
whilst four received no treatment, and all died. 


Treatment. 
Treatment must be carried out jointly by the physician and 
obstetrician. Two initial enquiries must be undertaken— 


1. Is the disease organic, or is some abnormal cardiac sound 
or pulse irregularity masquerading as such ? 

2. If there is organic disease, what is the degree of heart 
efficiency ? 


Methods of avoiding and detecting heart failure, the mainten- 
ance of the cardiac reserve and the improvement if possible of the 
cardiac muscle are the chief aims of the physician. The main 
duty of the obstetrician lies in the supervision of labour and the 
choice of the best method of delivery. The induction of abortion 
or sterilization will require special consideration from both. 


General Treatment. 

The patient must be kept at rest and the physical activities 
restricted; the extent of this restriction will depend upon the type 
and severity of the lesion, and chiefly on the cardiac response to 
effort. 

Strict supervision must be maintained throughout pregnancy, 
for a patient who is perfectly well (when under control in hospital) 
will decompensate rapidly at home and return in a day or two 
with severe heart failure. 

The tone of the heart muscle can be improved by graduated 
exercise, fresh air and nourishing food. 

Dr. John Hay says the best cardiac tonic is a good supply of 
healthy blood through the coronary vessels; hamatinics and iron 
are, therefore, specially valuable. 


Heart Failure. 

Digitalis and strophanthin are sheet anchors in auricular fibril- 
lation and may be given intravenously in urgent cases—o.5 mgm. 
strophantliin in 3 ccs. of saline or the tincture pushed in full doses 
until the ventricular beat is slowed to 70—g90 per min. 


2 
ahh 


Heart Disease in Pregnancy 181 


Caffeine and theocin are particularly indicated by the appearance 
of dropsy. Venesection may be useful in dilatation of the right 
heart, and paracentesis is essential for serous effusions. 

Apparently there is no evidence to show that strychnine, 
camphor or alcohol are of any real value in heart failure. 


The termination of pregnancy in heart cases. 


The advisability of this will depend upon the stage of pregnancy 
and the type of lesion. 


In the early months. 


With aortic disease the first sign of incipient heart failure makes 
the induction of abortion justifiable—for if compensation once 
breaks down no form of treatment is likely to restore the cardiac 
efficiency. 

In mitral stenosis the uterus should be emptied if there is 
progressive decompensation in spite of treatment with digitalis. 


In the later months. 


The induction of premature labour, when the child is viable and 
the cardiac condition good, is a sound precaution for any type of 
heart disease, 

For serious heart failure in advanced pregnancy induction of 
labour is but rarely indicated; it is better practice to attempt to 
restore compensation first and to prolong pregnancy until compen- 
sation is re-established. 

Whether successful or not such treatment is more likely to 
succeed than induction because labour, in the presence of serious 
heart failure, is almost certain to kill the patient. The spontaneous 
onset of labour is an accident that cannot be prevented, but the 
results are such as to warrant the opinion that deliberate induction 
is unjustifiable. 


The method of delivery. 

It is evident that some diseased hearts will tolerate the strain of 
natural delivery even at term. 

This strain can be diminished by inducing premature labour in 
suitable cases, and by employing forceps to expedite delivery. 
Narcotics should be given for the purpose of reducing the voluntary 
efforts of the patient, which are always harmful and often dangerous. 

Although these measures will continue as methods of choice for 
mild cases, it is probable that Cesarean section will give better 
results for grave types of disease. 

This operation involves a degree of shock and can never be free 
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from risk, but similar if not greater risk is inseparable from any 
other form of delivery when heart failure is present. 

The surgeon with the help of the cardiologist must weigh these 
chances and adopt the method most suitable to the individual 
patient. Cesarean section will be specially indicated if the 
woman is a primigravida, or if there is the least reason to suspect 
delay or difficulty in delivery, and also for those cases already 
mentioned in which the patient is near term, bad heart failure has 
just responded to treatment and the cardiac reserve is poor. 

The operation referred to in this paper was performed on a 
woman of this type under my own care. She was a primigravida 
of 26 with mitral stenosis and auricular fibrillation, admitted at the 
34th week with urgent symptoms. She responded to digitalis but 
was always on the verge of another breakdown. We felt that if 
left to herself the patient would certainly die in labour; she con- 
sented to undergo the operation, which was performed under 
ethanesal anzesthesia, was delivered of twins and made a good 
recovery. 

Finally, the record of a number of successful cases is misleading 
and gives false sense of security. Labour may appear to be easy 
and many patients make an excellent immediate recovery, but the 
injury to the heart is rarely transient, and prolonged or even 
permanent cardiac debility follows as a direct result of childbirth. 

Mackenzie cites six cases of auricular fibrillation in illustration 
of this point. All got safely through their confinements and all but 
one died within two years, 

Apart from childbirth many heart lesions are naturally progres- 
sive, the sclerosing process may appear to be stationary, but 
endocarditis is only too likely to recur and light up fresh mischief, 
for which the cardiologist has no remedy, 

Repeated pregnancies must, therefore, be forbidden to women 
with heart disease, and if ordinary contraceptive methods prove 
unsuccessful surgical sterilization should be advised in selected 


cases. 
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Investigation of the Constancy of the Chemical Composition 
of Blood during Pregnancy. 


By E. CurisTINE PILLMAN WILLIAMS, M.B.E., M.B., B.S. (Lond.). 


(From the Laboratories of the Royal Free Hospital School of 
Medicine for Women.) 


Any worker undertaking an investigation of the blood of 
abnormal cases of pregnancy is at once faced with the lack of 
information as to the change which takes place in the blood during 
normal pregnancy. For this reason, during the last two years, 
while examining many abnormal cases, a series of figures from the 
blood examination of absolutely normal pregnant women has been 
worked out for comparison. 

Chemical analysis of the constituents of the blood of normal 
non-pregnant women has been made extensively by many observers, 
and the normal figures have been cited as— 

Non-protein. nitrogen 30 mgm. per 1oocc. of blood; 

Urea 25.30 mgm per 100 cc. of blood ; 
the ratio of the urea nitrogen to the non-protein nitrogen working 
out to between 4o and 50. 

The non-protein nitrogen and urea content of the blood in 
pregnancy is still under discussion. 

Folin! gives figures similar to the above for non-pregnant healthy 
women, but says the level is considerably higher in the hospital 
patient class. Here values for the urea between 30 and 40 are 
quite as common as values under 30mgm. for 1oocc, blood. 
This, Folin explains, is due to the fact that at least half of these 
persons have kidneys that are no longer perfect. 

From the blood analysis of about 100 pregnant women, most 
of them clinically normal, Folin finds the non-protein nitrogen to 
be rarely over 30 mgm. per 100cc. of blood, while the urea varied 
from 10.7 mgm. to 19.2 mgm. per cent. This means that the 
urea nitrogen represents only 20—35 per cent. of the total, whereas 
in normal individuals it represents 50 per cent. 

Caldwill and Lyle? found much higher values for their series of 
150 examinations of pregnant women. They gave the average 
non-protein nitrogen as 29.69 mgm. per cent., and urea as 24.6 mgm, 
per cent. per 100 cc, of blood; and also state that a grouping of the 
cases according to the period of pregnancy discloses no significant 
differences between the successive periods, although the twelve 
cases grouped in the ninth month show a slightly higher average 
for non-protein nitrogen and urea nitrogen. 
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De Wesselow,? from his examination of about 50 normal 
pregnant women, finds values corresponding to those of Folin— 
an average of 15.3mgm, per cent. urea per 1oocc. of blood, 
and of 26.4 mgm. per cent. non-protein nitrogen. 

None of the authors quoted above have taken into account the 
period of the pregnancy except Caldwill and Lyle, and they 
found “‘ no significant differences between the successive periods 
except a slightly higher average in the ninth month. 

During the past fifteen months the writer has been making careful 
examination of the blood content of normal pregnant women, with 
a view of coming to some definite conclusions as to whether there 
is any variation in the level of the blood urea with the different 
months of pregnancy. 

It was thought that more accurate knowledge could be obtained 
of the blood picture by following the same patients throughout 
their whole term of pregnancy. Variations due to individual 
peculiarities would thus be eliminated. 

Methods. The urea has been estimated from 3 cc. of whole 
blood by the action of Soya bean enzyme, and after the addition 
of anhydrous potassium bicarbonate drawing the liberated ammonia 
into a known amount of N/100 acid. Controls were carried out on 
blood filtrate. 

Non-protein nitrogen was estimated in the blood filtrate, using 
Folin’s method of precipitating the proteins, e.g., 10 per cent. 
sodium tungstate and two-thirds normal sulphuric acid, comparison 
being made after Nesskrisation with a Kober’s colorimeter. 

In the following series of about 30 cases of normal pregnancy 
two or more examinations of the blood have been made in each case. 

An attempt was made to get the patients to report for blood 
examination at regular two months intervals and within ten days of 
delivery. This has been possible in a few cases only, and in other 
cases the blood has been taken whenever the patient has reported, 
irrespective of the period of pregnancy. The largest number of 
examinations have been made during the 3rd, 5th, 7th, 8th and 
gth months of pregnancy. The average figures during the whole 
term of pregnancy (from 100 analyses) have been found to be— 

Non-protein nitrogen 25.2 mgm. per 100 cc. blood ; 

Urea 19.5 mgm. per 100cc. blood ; 
giving a ratio (urea nitrogen to non-protein nitrogen) of 34.8. 
When the figures were averaged for the successive months of 
pregnancy, it was found that the wrea gradually dropped until it 
reached the lowest value (16 and 17 mgm. per cent.) in the fifth and 
sixth months, and then rose again until term, when the average 
was 21.9mgm. per cent., and within ten days of confinement the 
urea had returned to the normal non-pregnant average of 27.2 mgm. 
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per cent. The average values for the non-protein nitrogen do not 
follow the curve, but remain approximately at the level value of 
25mgm. per cent. The ratio of the urea nitrogen to the non- 
protein nitrogen therefore follows the same curve as the urea, and 
is lowest in the fifth and sixth months. (See Chart 1.) 

Averaging these figures for the beginning, middle three and 
last months of pregnancy, the drop in the urea content of the 
blood during the middle three months is very noticeable. 


N.P.N. Urea. Diastase. Ratio. 
2—4 months, 12 cases 26.6 22.3 9.0 38.8 
4—7 24.5 17.3 7.5 33 
7-~9 25.2 20.1 9.3 37.2 


(Chart No. 2.) 
In Chart No. 3 will be seen curves for several patients on whom 
three or more estimations of the blood constituents have been made. 
These all show similar curves, although some of the patients show 
a continuously higher level of blood urea than others. This can 
probably be explained by the variation in the ages of the patients, 
some being under 20, and others over 30 years. 


Normat Cases. 
Average. Average. 
Month. No. N.P.N. Urea. Diastase. Ratio. No. N.P.N. Urea. Diastase. Ratio. 
2—3 1 25.5 25 16.6 45.7 


3—4 8 27.3 22.2 8.0 37.5 13 26.8 22.1 9.2 38.8 
4—5 4 26.1 21.1 9.9 37.7 

5—6 a 24.8 16.3 5.6 29.5 

6—7 5 25 17.0 9.8 32.0 24 24.5 17.3 7.5 33 


7—8 12 24.1 18 8.5 37.2 


8—9 14 23.1 94 35.6 
33 (25.2 


9—10 19 268 218 88 38 
Total 
Average 70 252 195 86 35.9 
Average 
10 days | 
after cases 


2) 33.6 27.7 7.8 40.9 
confined 


Average 
for two 
months 
or more 
after con- 
finement 


10 32.9 27.1 8.5 40.2 
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Many theories have been advanced to explain the lowering of 
the urea content of the blood during pregnancy. 

Folin suggests that owing to the presence of waste products 
of pregnancy the kidneys are stimulated to hyper-excretion, and 
thus more urea is excreted and the blood urea therefore lowered. 

Lloyd Jones* found a decrease in the specific gravity of the 
blood during pregnancy, and it has been thought that dilution 
of the blood may account for this low figure. 

The foetus fixes nitrogen during the whole of pregnancy, the 
retention averaging about 2 grammes of nitrogen a day. 

Hofstrom® found a retention of 310 grammes of nitrogen during 
the last 167 days of pregnancy (17—-4oth weeks). None of these 
writers, however, have taken into consideration the fact that the 
growth of the foetus does not proceed at a uniform rate during 
the months of pregnancy. 

Feldman® gives the following figures for pre-natal growth in 
length, viz. :— 


Months. 0 1.2 3 4 5 6 7 8 9 10 birth. 
Length in mm.... 0 7.5 40 84 162 275 352 402 4438 472 490—500 
Increase per month 0 7.5 32. 44 78 118 77 50 41 29 18—28 

in mm. 


These figures show that the greatest increase in length takes 
place during the middle months of pregnancy (4—7th). It there- 
fore follows that the nitrogen fixed is greatest during these months. 

During this period, therefore, the drain on the nitrogenous 
substances in the maternal blood is greatest, and one would expect 
to find the urea at its lowest point. It has just been shown that 
it is during these months that the blood urea is at its lowest level. 

It may be objected that the progress of foetal weight is of more 
value than that of the length, and if the increase of weight curve 
be plotted it will be seen that it does not drop in the last months, 
and therefore does not correspond reciprocally as well as the 
length with the urea curve. The figures given are :— 


Month. 012 38 #4 5 6 7 8 9 10 
Weight in grms.... .. 4 20 120 285 635 1220 1700 2240 3252 


Increase weight per rs 16 110 165 350 585 480 540 1010 


Here the monthly increment of weight is increased up to the 
sixth and seventh months, and then starts to drop during the 
seventh and eighth months. It must be remembered that’ the 
foetus up to this stage has been developing mainly muscles and 
organs (i.e., nitrogenous material). During the last eight weeks 
the increase in weight is due almost entirely to the deposition of 
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fat. Fat, however, does not call upon the maternal nitrogenous 
reserve like the formation of muscles and organs, and so during 
the last few weeks the urea content of the blood would be expected 
to rise, and this has been shown to be the case. 


The knowledge that the urea percentage follows the above curve © 
during normal pregnancy may be expected to give considerable | 


assistance in the diagnosis of abnormal cases. 

Up to the present the urea percentage for the whole duration 
of pregnancy has been considered by various observers to be 
uniform throughout the entire course of pregnancy and to be below 
20 mgm. per cent, 

This series of cases, enews? shows that the figure is not 
uniform, and if considerably higher during the last few weeks of 


pregnancy need not be considered abnormal. This is the more | 


important as it is during these last few weeks of pregnancy that 
a large proportion of cases showing toxzemic symptoms occurs. 


In the above series great care has been taken to exclude any . 


case which could not be regarded as completely normal, as it is 
manifestly essential to have accurate knowledge of the course of 
events in normal pregnancy before considering the abnormal series 
which will be dealt with later. 

A large number of abnormal cases have already been examined. 

Many thanks are due to Prof. Mcllroy for permission to 
examine the patients under her care, and to Prof. Cullis for her 
help and kindly criticism throughout. 

Miss K. Ford deserves much praise for her untiring assistance 
in the collection of material and in the laboratory. 


The work has been carried out under the auspices of the Medical 
Research Council. 
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CLINICAL REPORTS. 


Two Cases of Cancer of the Body of the Uterus with 
Secondary Growths (in Vulva and Vagina), free from 
recurrence five and four years after Hysterectomy.* 


By Hersert Speencer, M.D. (Lond.), 
Obstetric Physician to University College Hospital. 


Case I. A parous widow, aged 62—Cancer of vulva—Annular 
stricture of vagina preventing examination of uterus. Left 
side of vulva and inguinal glands (healthy) of both sides 
excised—Growth a papillary carcinoma. Vagina dilated : 
papillary carcinoma of uterus found; cervix fixed—Radium 
applied—Abdominal hysterectomy six weeks later—X-rays 
to abdomen and vulva—No recurrence after five years. 

S. C., aged 62, a widow, who had had two children and one 
miscarriage, was admitted to University College Hospital on 
January 21st, 1918, complaining of a lump in the vulva which she 
had first noticed six months ago after falling off a chair, and of 
bleeding on and off for three years. She had had dull, throbbing 
pains in the abdomen for the past two weeks. Menstruation began 
at 12, was never regular, occurring every two or three weeks, 
moderate in amount and almost painless. It ceased at 57. More 
than two years ago, at Christmas 1915, the patient went to the 
gynzecological out-patient department of a London hospital and 
was told she had a growth in the womb and was to come into the 
hospital for an operation. Although she continued to attend the 
out-patient department for three months she was not summoned for 
admission. At that time she had a great deal of pain. Her mother 
died of cancer ‘in the back’: there was no other history of cancer 
in the family. 

On examination a growth, slightly ulcerated, as large as a hazel- 
nut, was found in the vulva on the left side. It extended from 
near the urethra to the situation of Bartholin’s gland. The glands 
of the left groin were enlarged. 

There was an annular stricture of the vagina which prevented 
examination of the cervix. The uterus was therefore difficult to 
examine, but appeared to be slightly enlarged and freely movable. 

* Read at the British Congress of Gynecology and Obstetrics, Edinburgh, 

April, 1923, 
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The left half of the vulva containing the growth was excised 
with the knife, after a sound had been passed into the urethra, 
Owing to the proximity of the growth the left margin of the 
external urinary meatus was removed with the vulva. The tumour 
proved to be a papillary carcinoma: the inguinal glands removed 
were normal. 

As the structure of the growth showed that it was secondary 
it was decided to dilate the vagina and explore the uterus. 

On February roth, 1918, the vulval wound was healed. The top 
of the vagina was too constricted to permit the passage of the 
forefinger. On dilating the stricture the finger entered the open 
cervix, through which the finger could be passed and felt a soft 
growth in the body. The cervix was fixed. Growth, to the amount 
of more than a teaspoonful, was squeezed out by pressure. This 
also proved to be papillary carcinoma. The fixation of the lower 
segment was apparently due to inflammation, as no growth could 
be felt in the cellular tissue, 

On Feb, 20, 1918, 108 m. gr. of radium emanation were applied 
for 24 hours to the cavity of the uterus. 

On Feb. 25, bleeding was rather excessive. 

On March 3, there was still a small amount of hamorrhage and 
an offensive discharge. 

The application of the radium had no effect on the abdominal 
pain, which was very severe, and very little effect on the bleeding. 

Owing to the severe pain, although the uterus was not freely 
movable, it was decided to remove the uterus by abdominal 
hysterectomy. This was done on April 4, 1918, the appendages 
being removed with the uterus. Subsequently she had an applica- 
tion of X-rays to the abdomen and two to the vulva. 

The wound healed by first intention, and the patient was free 
from recurrence when last examined in April 1923. She had been 
in good health except for a bronchial cough and slight incontinence 
of urine which had been present since the excision of the vulva 
growth, when part of the urethra was removed. She had had a 
vaginal cyst as big as a grape beneath the right ramus of the pubes, 
which was excised, with temporary cure of the incontinence, and 
subsequently anterior colporrhaphy was performed, This stopped 
the incontinence for a month; but afterwards it recurred on cough- 
ing. Owing to the absence of the left side of the vulva it appeared 
doubtful whether a perineorrhaphy could be satisfactorily per- 
formed, but I have just tried this operation (March 27th), so far 
with success (April 18th), the patient having complete control over 
micturition. [Subsequently the incontinence returned. ] 

The uterus measured qgin. x 33in. x 23 in. The tubes were 
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Fig. 2. Microscopic section of the growth in Case 1 (x 60). 
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normal, but bound to the ovaries by a few filmy adhesions. The 
ovaries were atrophied : the right measured 3 in. x }in. x Lin., the 
left was somewhat smaller. 

The uterus was slightly asymmetrical, the right fundus being 
more prominent than the left. The whole of the interior of the 
body was affected with cancer (Fig. 1). The posterior wall of the 
body was #in. thick, and was invaded to within }in. to }in. of 
the peritoneum by a whitish growth which had a slightly uneven 
base-line towards the muscle, and had a greenish sloughing surface 
towards the open cavity, as if the surface had been destroyed by 
the radium; some papillary processes as big as a pin’s head are 
still to be seen on this surface (Fig. 1). The vagina, which is very 
thin, has been clamped and severed } in. below the cervix and is 
narrowed, measuring 1} in. in width and 3 in, anteroposteriorly, the 
coarctation being apparently due to fibrosis of the left paravaginal 
tissues. 

The portio and mucous membrane of the cervix were healthy. 
The left vulva removed measured 22 in, x 2} in. x rin. On 
transverse section the growth measured 7in. x din, thick, and 
appeared as a C-shaped white band jin. thick, owing to the 
degeneration of the centre and the ulceration of the surface. Above 
and below the tumour there was a wide area free from growth; but 
towards the urethra the operation incision was at a distance of only 
fs in. from the growth. 


Microscopic examination. 

The growth in the uterus is a columnar-cell carcinoma of the 
tubular and papillary type consisting on the surface of a single 
layer of large columnar cells forming papillae with a fibro-muscular 
stroma which is mostly very oedematous. Deeper in (Fig. 2) the 
growth invades the muscular wall in the form of tubules and cysts 
with papillary ingrowths, the cells maintaining for the most part 
their single laver arrangement, but sometimes occurring in two or 
three layers. In the deepest parts there is a tendency to prolifera- 
tion of the epithelium which forms small solid masses of cells, 
some of which are vacuolated and others swollen and degenerated. 
Many of the vessels are thickened and hyaline. 

The vulva growth is of the same structure as the uterine ; 
but the stroma is less oedematous and the cancer cells show less 
tendency to vacuolation. 

This case is the only one I have had in which a patient with a 
secondary growth has remained free from recurrence for five years. 
I think it is probable that the application of radium to the uterus 
before operation and X-ray treatment of the abdomen and vulva 
afterwards had some influence in the result, 
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Case 2. Nulligravida, aged 56; extensive cancer of body of uterus 
~~Vaginal hysterectomy with galvano-cautery. Four months 
later ulceraled recurrent growth in anterior vaginal wall, 
deemed inoperable- Radium applied—-Growth completely 
disappeared within three months. No recurrence after four 
years. 

Mrs. B., a widow, aged 56, never pregnant, was sent to me by 
Dr. Philip Turner, of Ryde, on November 18, 1918, complaining of 
a red-coloured discharge and bleeding for the past year: she had 
suffered no pain till two months ago, since which date she had had 
pain in the bowels, like that produced by ‘wind’; it was felt 
mostly at night and in the early morning and often woke her. 
After she had passed a motion the pain ceased. 

Menstruation began at the age of 15, and was regular, but rather 
free. It ceased’at the age of 54. For 18 months afterwards she 
had no loss; but for the last year she had lost blood every day 
and more freely during the last two months. 

She had had a good deal of mental worry; she did not think 
she had lost flesh. "There was no history of cancer in the family. 

In 1904 both breasts had been removed by Dr. Banks on account 
of cysts. 

The cervix was healthy, the body of the uterus was large and 
bled a good deal on examination; the sound passed for 3} inches. 
The case was evidently one of cancer of the body of the uterus. 

The uterus was removed by vaginal hysterectomy with the 
galvano-cautery on Novy. 25, 1918, with very little hamorrhage, 
though the operation was difficult owing to the large size of the 
uterus. The uterine arteries and broad ligaments were tied with 
thick silk ligatures left long; the peritoneum was partly closed by 
suture and iodoform gauze tampons were inserted in the vagina. 
The appendages were not removed. The gauze was removed on 
the roth day, the ligatures on the 21st day. The pain ceased after 
the operation and a simple recovery ensued, the patient leaving the 
nursing home on December 28, 1918. 

On April 15, 1919, I saw the patient again; she complained of 
feeling very tender in the front passage when she sat down and 
there had been some bleeding for the last two months. 

On examination a new growth was found in the lower anterior 
vaginal wall. It was ulcerated on the surface at its posterior part, 
‘and appeared to be adherent to the bladder and not to be removable 
by operation. The upper part of the vagina was healthy. I 
advised the application of radium emanation to the growth. At the 
end of April 100 milligrams of radium emanation for 24 hours were 
applied by Dr. Turner, with the result that the symptoms (pain and 
frequent micturition) were immediately relieved. On examination 
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Fig. 5 (Case 2). Microscopic section (* 100) of the deepest part of the 
growth. On the right is a portion of the unaffected uterine wall. 
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three weeks later Dr. Turner found the anterior part of the growth 
had entirely disappeared, while the ulcer had diminished to a size 
about 15 in. by } in. Two weeks later he found this had diminished 
to a chink about half an inch long. In Dr. Turner’s words, ‘‘ the 
effect has been truly miraculous, though the cure was apparently 
not complete.’’ 

In consultation with Mr. Pinch, of the Radium Institute, it 
was decided to await a further effect of the radium, with the result 
that within three months from the date of application of the radium 
the growth had completely disappeared and the vaginal mucous 
membrane was healthy. The patient has remained well since—four 
and a third years after the operation and four years since the 
application of radium to the secondary growth, 

The uterus measured 4% in. x 3 in. x 2} in., and weighed 7} oz. 
The cavity of the body is occupied by a large white cancerous 
growth attached to the whole of the posterior wall and the greater 
part of the anterior wall (Fig. 3). The surface is shaggy and red. 
A lobule as big as a grape depends into the upper cervical canal, 
which it distends. The pressure of this lobule seems to have 
bruised the cervical mucous membrane and a large uterine vessel 
behind this spot appears to be thrombosed. The growth invades 
the posterior wall to within an eighth of an inch of the peritoneum. 
The anterior wall is but slightly invaded, and presents an even base- 
line towards the musculature. The whole uterus is very vascular 
the peritoneum being of a dull red colour. The portio is healthy, 
the mucous membrane of the cervical canal congested and at one 
spot bruised by the pressure of the growth. There is a small fibroid 
as big as a pea projecting slightly beneath the peritoneum at the 
upper part of the body in the anterior wall. 


Microscopic examination. 

The growth is a carcinoma consisting of tracts, masses and 
tubules of epithelial cells. In some of the masses there is a lumen 
filled with débris (degenerated cells); in others the lumen is 
probably that of the uterine glands, the epithelium of which has 
become changed in appearance and in parts proliferated. The 
surface growth is papillary, the papillze covered with several layers 
of cells. The cells are large columnar cells for the most part; they 
stain well with logwood and have round or oval nuclei. The 
stroma is in places hyaline and oedematous and invaded by a 
moderate number of small round cells (Figs. 4 and 5). 
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A Congenital Deformity of the Posterior Lip of the Cervix. 


By Hersert R. Spencer, M.D. (Lond.), 
Obstetric Physician lo University College Hospital. 


S.b., a virgin, aged 52, was admitted to University College Hospital 
on January 6, 1919, complaining of ‘t prolapse’? and pain in the 
right side of the lower abdomen. ‘The prolapse had been noticed 
for 16 years, and was accompanied by a yellow discharge and 
occasionally by bleeding, which at times was free. 

Menstruation, which had been rather profuse, had ceased two 
months ago. There was no history of tumour in the family. The 
hymen was intact, but dilated by a reddish lobulated tumour which 
formed the expanded extremity of a pedicle as thick as the little 
finger. The whole tumour somewhat resembled a baby’s leg and 
foot with swollen and deformed toes. On careful examination of 
the lobules depressions were seen in them, and one of the lobules 
was actually perforated so that a probe could be passed through it. 
(Fig. 1.) 

The pedicle of the tumour was slightly wrinkled like an 
elephant’s trunk, and was seen to be the elongated and hyper- 
trophied posterior lip of the cervix, which from the external os to 
the extremity measured 2} inches in length. 

The external os was open and healthy, the anterior lip normal 
and free from erosion, the body of the uterus of normal size and 
mobility, the supravaginal cervix hypertrophied (as can be seen in 
the specimen) and perhaps stretched, the sound passing for 
4} inches, 

A circular amputation of the cervix at the level of the internal os 
was performed, and the vagina was stitched to the uterine mucous 
membrane to prevent stenosis. 

Union took place by first intention, and the patient reported 
four years later—in January, 1923—that she had remained quite 
well. 

A section of one of the lobules at the end of the tumour showed 
to the naked eye dilated spaces filled with mucus. 

A microscopic section through one of the lobules shows it to be 
covered with stratified epithelium and to be made up of fibrous and 
muscular tissue, very oedematous and congested, in which are 
embedded glands lined with a single layer of columnar epithelium. 
(Fig. 2.) Some of: the glands are branched slit-like spaces lined 
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with a single layer of columnar epithelium except at their orifices, 
which are lined with stratified epithelium continuous with that of 
the surface ; other glands are dilated and lined with a single layer of ° 
cubical or flattened epithelium. The vessels are numerous and 
distended with blood, which is in places effused into the tissues. 

I have not met with a record of a similar case. 

Although the tumour appeared to be simple, the vascularity of 
the terminal lobulated portion of the tumour suggested the 
possibility of its being of a malignant nature, 

It is quite clear, however, that the tumour is a simple congenital 
deformity, and I publish the case not only on account of its rarity, 
but also because, in a similar case, especially in a younger subject, 
it would be preferable to limit the amputation to the affected 
posterior lip. 

Fig. 2 is a process print from an untouched negative taken by 
Dr. Butterfield with an ordinary camera by means of his photo- 
microscopic attachment, which appears to me to be of great value 
in rendering easy the reproduction of microscopic slides under 
low degrees of magnification (up to 35 diameters) without the use 
of a microscope, being a simple, cheap and accurate means of 
obtaining an enlargement with a flat ‘‘ field.’ The prints thus 
obtained are most useful for demonstration of pathological processes 
to a class of students. 

A larger print than Fig. 2, with a magnification of 15 diameters, 
was exhibited. 
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Papillary Adeno-Carcinoma of the Ovary, with Permeation 
of the Great Vessels of the Heart.* 


By Henry J. C. Gipson, M.A. (Glas.), M.D. (lEdin.), 
Superintendent of the Royal Infirmary, Dundee, 
and 
G. Finpiay, O.B.E., M.D., D.Sc. (Edin.), 
Lecturer on Pathology in the Universily of Edinburgh. 


Tue following case presents certain remarkable features which are 
not usually associated with malignant tumours of the ovary :— 


Clinical History. 

In May, 1920, the patient, Isabella F., age 43, noticed a small 
hard lump on the right side of her neck; it lay above the sternal 
end of the clavicle. It was. attached to the cervical fascia, but was 
not adherent to the skin. She was operated upon in the Royal 
Infirmary of Edinburgh by Mr. Alexander Miles, but complete 
removal was impossible owing to the fact that the neoplasm had 
infiltrated the underlying structures. The pathologist reported 
that the specimen showed the structure of a malignant adenoma, 
and suggested the carotid body as the primary site. 

In December, 1920, the patient sought admission to Craig- 
lockhart Hospital. There was then a neoplasm, stony hard in 
consistence, situated on the right side of the neck, and extending 
from a short distance above the external end of the clavicle upwards 
and backwards for about 3} inches towards the mastoid process ; 
the centre was fungating. A hard, freely movable tumour, about 
one inch in diameter, was felt in the right axilla, She complained 
of pain in the right arm—more or less continuous. Routine 
examination of the patient revealed nothing more of note and she 
went home shortly afterwards. 

The patient was readmitted ten months later: by this time the 
neoplasm had extended considerably and the secondary growth in 
the axilla was tacked down. The Wassermann reaction of the 
blood gave a negative result. 

In February, 1922, while her neck showed the same features, her 
general condition was much worse—she was thin, pale and anxious 


* Read at the British Congress of Gynecology and Obstetrics, Edinburgh, 
April, 1923. 
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and complained of weakness and insomnia. “There was oedema of 
the right arm extending to the dorsum of the hand, and also of the 
right side of the chest and abdominal wall. A clear yellowish fluid 
accumulated in the right pleural cavity. 

On two occasions a specimen of tissue was removed from the 
neck and examined by the courtesy of Dr. Dawson, of the Royal 
College of Physicians’ Laboratory, who reported as follows :— 

(1) ‘ The primary growth shows the structure of a malignant 
adenoma: it is difficult to say the exact type, but it suggests a 
malignant change in a sebaceous adenoma. Superimposed on this 
is a malignant change commencing in the squamous epithelium. 
(N.B.—-A primary malignant adenoma of the skin glands is very 
rare. Is there no growth in, e.g., the bowel or uterus ?) ”’ 

(2) ‘‘ Shows the structure of a malignant adenoma: there is no 
surface epithelium in the present portion submitted.”’ 

Careful investigation of the alimentary tract did not reveal 
anything of note. Menstruation was, and had always been, regular, 
and she did not present the symptoms of any gynaecological disease. 
A bimanual examination without an anesthetic was made, but 
nothing abnormal was found. Towards her death the growth in 
the neck became very congested so that hamorrhages were not 
infrequent. There was now marked general wasting with very 
great oedema of the right side of her face. She was frequently 
delirious and, during the last week, epileptiform convulsions (with- 
out any localizing signs) occurred as often as seven or eight times 
within twenty-four hours. At no time was any abnormality of the 


heart noted apart from a progressive weakening of the cardiac 
sounds, 


Post Mortem Examination. 

At the autopsy a considerable degree of emaciation was revealed. 
The skin of the face was pigmented a deep brown colour, more 
especially over the cheeks. 

A swelling, about the size of a small melon, was present in the 
skin over the outer end of the right clavicle. This swelling 
extended upwards towards the root of the neck on the right side 
and downwards and outwards towards the right axilla. Two small 
nodules, the size of a pea, were present in the skin over the manu- 
brium sterni. The skin over the large swelling had in part 
sloughed away, and white friable masses of tissue could be easily 
broken off from the tumour mass. There was no oedema of the 
upper extremities and no dilated vessels were seen in the skin. 

The right thoracic cavity was filled with brownish-red fluid. 
The right lung was quite collapsed. It was greyish-red in colour 
and covered externally with small white masses about the size of a 
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pin’s head. On section, similar areas were found scattered through- 
out the substance of the organ. The left lung was enlarged and 
emphysematous. It was grey in colour: on its pleural surface and 
in its substance were numerous white masses similar to those in 
the right lung. 

The pericardial sac contained a slight excess of clear straw- 
coloured fluid. The heart was rather small, the muscle pale in 
colour. A milk spot was present on the anterior surface of the 
right ventricle. The coronary arteries were tortuous and slightly 
thickened. The left auricle and ventricle were quite normal in 
appearance, as was the right ventricle. The right auricle, however, 
contained a yellowish-white mass, of about the size and shape of a 
walnut. There was a small amount of thrombus formation on the 
external surface of this mass, which was not, however, in any way 
adherent to the endocardium of the auricle. The mass in the 
auricle was continuous with a solid plug of tissue which passed out 
into the superior vena cava, which it completely filled. The plug 
could be traced from the superior vena cava into the right sub- 
clavian vein until the latter became involved in the tumour mass. 
The venous plug was similar in appearance to the tumour tissue in 
the right auricle. 

There was no increase in free fluid in the abdomen. The liver 
was slightly enlarged, the capsule being greatly thickened. There 
was no tumour growth in this organ. The spleen was enlarged 
and deep red in colour, while the capsule was in parts nearly a 
quarter of an inch in thickness. 

The mesenteric glands were enlarged and matted together, but 
there were metastases on the surface of the peritoneum. 

The kidneys, adrenals, pancreas and intestine were all normal. 

In the pelvis was a soft yellowish-pink, cauliflower-like mass, 
the surface of which was covered with mucus. This mass was 
situated anterior to the uterus and somewhat to the right of the 
bladder: it appeared to replace the right ovary. On section, it 
showed a central white core covered by a delicate layer of epithelium. 
The left ovary was normal, 

The bladder was distended with fluid which was brownish-black 
in colour. The mucous membrane in places showed small black 
patches. 

A small papillomatous mass was present in the region of the 
trigonum. 

Microscopically, the pelvic tumour had the structure typical of 
a papillary adenocarcinoma of the ovary. Portions of the tumour 
were undergoing myxomatous degeneration. There were no 
deposits of calcium salts. 

The secondary growths in the mesenteric glands and lungs had 
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in part lost the papillary arrangement of the cells, the arrangement 
being now definitely alveolar in character. The distribution of the 
metastases in the lungs indicated a vascular rather than a lymphatic 
spread. On examining the spleen microscopically, a small 
secondary growth was found to be present, in the thickened capsule. 

The large tumour growth in the skin showed a definite alveolar 
arrangement: many of the cells were irregular in form, while 
nuclear hyperchromatism was pronounced. Many parts of the 
tumour were undergoing myxomatous degeneration. In_ these 
degenerated areas were scattered granules of calcium salts, arranged 
in definite epithelial masses, constituting the so-called psammo- 
carcinoma, The microscopic structure of the tumour invading the 
vessels and right auricle was similar in every way to that found 
in the subcutaneous metastases. 


REMARKS. 

Permeation of the great vessels by tumour growth is by no 
means uncommon in the case of hypernephromata. Adenomata of 
the liver are also occasionally found distending the portal veins, 
while recently Hunter! has recorded two cases of general vascular 
carcinoma in association with carcinoma of the cervix and vagina. 

In all these cases, however, the primary tumour had permeated 
the vessels directly. In the present instance the permeation was 
due to an extension from a secondary growth in the skin, the 
primary ovarian growth showing no evidence of vascular permea- 
tion. 

We are indebted to Mr, Alexander Miles for the use of notes 
on this case which were taken while the patient was under his 
care in the Royal Infirmary, and to Mr. W. N. Boog-Watson for 
assistance in recording it. 
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Notes on Three Cases of Contraction Ring Dystocia*. 


By GiBBoON FitzGIBBonn, M.D. (Dub.), F.R.C.P.L., 
Master of the Rotunda. 


DurinG the past year there were three cases of dystocia met with 
in the Rotunda Hospital which were definitely due to the formation 
of a contraction ring around the neck of the foetus. In each case 
the woman was a multipara, and labour had been good. 

The first case was a 4-para, sent into hospital after two days in 
labour and several ineffectual attempts to apply forceps. On 
examination the foetus was found presenting by the head in the 
occipito-posterior position. The cervix was fully dilated, but hung 
down as a loose curtain in front and around the head, which was 
high above the brim and quite free. The uterus was moderately 
contracted down on the foetus. There appeared no reason why the 
head should not come through easily, and the forceps were applied, 
but this was found difficult and the blades could not be made to 
lock normally, also when the blades were applied the head could 
not be brought into a good enough position of flexion. It was then 
decided to perform version. The hand was easily passed above the 
head through the brim of the pelvis, but then came against a tight 
ring of the uterus closely applied to the neck of the infant. At first 
it seemed impossible to get the hand further into the uterus, but by 
gradually working the fingers between the ring and the neck of the 
infant this was accomplished in about ten minutes, when the ring 
gradually relaxed and then continued to relax rapidly. The 
version was easily completed and delivery of a living infant effected 
without any further trouble. 

The second case was that of an 11-para, who fell into labour 
and progressed quite normally until the second stage. The head 
came down into the vagina, but delay then occurred. Pains were 
fair and a moderate degree of hydrocephalus was made out, but 
there seemed no reason why the uterus should not push the head 
through. A half cubic centimeter of pituitrin was given which was 
followed by violent pains, but no advance of the head resulted. 
The patient was put under complete anzsthesia and the forceps 
applied. The head was easily delivered over the perinzeum, but 
the shoulders would not advance and receded when traction was 


* Read at the British Congress of Gynecology and Obstetrics, Edinburgh, 
April, 1923. 
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relaxed. When a hand was passed up above the head the ring 
of the external os was felt loose round the neck, but above that the 
uterus was closely applied to the neck in a thick ring. Steady 
traction was maintained for about ten minutes on the head without 
any change taking place, then advance started slowly, and in about 
another minute the foetus slipped through quite easily. 

The third case was that of a 3-para, admitted after 18 hours 
hard labour with the head still free above the brim as a normal 
vertex, and the cervix fully dilated. As there was no evident cause 
for delay a hand was passed up above the head and the uterus was 
found contracted round the neck. The forceps were easily applied 
and very little traction brought the head down well on to the 
perinzeum, but advance stopped there. Steady traction was kept 
up, and in six or seven minutes advance again began and was 
followed rapidly by an easy delivery of a living infant. 

The similarity of the three cases is very close; in each the 
woman was a multipara, and had gone through the early part of 
labour with good uterine action and every prospect of delivery in a 
reasonable time, but for some reason delivery was delayed and the 
uterus tonically contracted. In two of the cases there was a 
possible cause of delay in the lower strait of the pelvis, but in 
only one of the cases did the presenting part get into the pelvis. 
The second case was given pituitrin to overcome the obstruction, 
but this, if it did not cause the contraction ring, certainly only 
accentuated it. 

In the treatment of the cases the behaviour of the uterus was 
almost identical ; at first the resistance of the ring was most marked 
and persisted for some time against efforts to overcome it, but as 
the result of continued pressure applied to the contracted part of 
the uterus the spasm passed off, and once relaxation started it 
rapidly became complete. The condition was exactly like that 
found in cases of imprisoned placenta from irregular contraction of 
the uterus, and in which, at first, there is marked difficulty in 
passing a hand into the uterus, but once relaxation starts the 
advance is quite easy. In these three cases the ring gave way to 
the continued application of a dilating force, in one case effected 
by passing the hand up and between the ring and the foetus, in 
the others by bringing the shoulders down against the ring by 
traction from below. 

I think these cases illustrate the nature of the dystocia very 
perfectly. The uterus fails to expel its contents, and contracts down 
and around the foetus. Further contractions are useless, as the 
lower segment of the uterus pushes the foetus upwards, while the 
fundus pushes it downwards, so that the foetus is merely com- 
pressed. The uterus passes into a state of quiescent tonic contrac- 
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tion and acts irregularly when stimulated. There does not appear 
to be any danger of rupture of the uterus as no part thereof is 
being stretched. Delivery cannot be accomplished by making the 
uterus contract, but is easy when the lower segment is dilated, and 
this can be effected, as is to be expected in any muscular organ, 
by the application of a continuous dilating force. The uterus itself 
cannot apply this as during the contractions the lower segment 
resists dilatation, while in the intervals between contractions there 
is no force applied to the ring. 
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Cervical Fibroid showing Vein opening into Cervical Canal.* 


By Beckwith WuitEenouse, M.S. (Lond.), F.R.C.S. (Eng.), 


Hon. Gynecologist, General Hospital, Birmingham. 


Me. Beckwith WHITEHOUSE showed a uterus the seat of a large 
interstitial fibroid of the cervix, the neoplasm occupying the anterior 
wall of the same. The interest of the specimen lay in the presence 
of a large vein which had ruptured into the cervical canal at the 
level of the os externum, and had almost catised the death of the 
patient from sudden hemorrhage, 

The tumour was removed from a woman, aged 44, married for 
20 years, and sterile. Nine years previously she had suffered from 
uterine haemorrhage for six weeks, and was told by her medical 
attendant that she had a fibroid tumour. No operation was advised, 
however, and the catamenia had subsequently been regular, not 
excessive, painless and of the 28/5 type. In August 1922 a period 
of seven weeks’ amenorrhoea occurred, followed by a short three 
days’ menstrual period. The catamenia gradually diminished 
from this time and on no occasion was the menstrual loss excessive. 

On the night of March 23rd last a fit of coughing occurred 
followed by the most severe and dangerous uterine hamorrhage 
which, in the patient’s words, ‘‘ suddenly saturated the bed.’? The 
bleeding was controlled by hot vaginal douching, elevation of the 
extremities and the use of morphia. Pelvic examination revealed 
the presence of a large tumour, in relation with the cervix uteri, 
which practically filled the pelvic cavity. Operation was deferred 
for a week owing to the patient’s severe degree of secondary 
anzemia, 

The tumour was removed by myomectomy after exposing the 
capsule and displacing the bladder.  Tlysterectomy was then 
performed. The patient made an uneventful recovery. 

The specimen shows the uterus much elongated from the growth 
of the tumour in the anterior wall of the cervix. It has been incised 
along the posterior wall exposing the cavity of corpus and cervix. 
The myomectomy incision is seen on the anterior wall of the uterus 
exposing the large cavity from which the single interstitial fibro- 
myoma has been enucleated. 


* Read at the British Congress of Gynecology and Obstetrics, Edinburgh, 
April, 1928, 
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A bristle has been passed into a large vein running vertically 
in the submucous tissues of the anterior cervical wall, and opening 
at the margin of the os externum. 

This vein in the fresh condition was plugged with clot, a 
portion of which was extruding from the point of rupture, 

The endometrium of both body and cervix was not congested, 
and no other point was found from which hemorrhage had 
occurred. 

In discussing the technique employed, Mr. Whitehouse referred 
to the advantage which a preliminary myomectomy afforded, in 
dealing with large cervical fibroids. In several instances he had 
not found it necessary to remove the uterus even in the case of 
large tumours, as the cavity collapses and can be obliterated without 
great difficulty. 

In the present instance hysterectomy was adopted owing to the 
profound anzmia of the patient. 
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Endometrial Adenoma of Abdominal Wall following 
Ventri-suspension of Uterus.* 


By C. D. Locurang, M.D., F.R.C.S. (Edin.), 
Surgeon, Derbyshire Hospital for Women. 


THE patient was a ii-para, aged 38. Youngest child 12 years old. 
Both labours were premature and were preceded by four to six 
weeks’ antepartum hzemorrhage. The second labour appears to 
have been complicated by a placenta praevia. 

The patient had an operation for ‘‘ displacement of the womb ”’ 
four years ago at Ipswich, and first noticed a lump in the site of 
operation one year ago. This lump, which has been getting 
gradually bigger, swells and gets very sore and tender about the 
time of the period. The swelling subsides and becomes much less 
painful shortly after the cessation of cach menstrual flow. 

The menstrual loss was not heavy (D 8) till after birth of last 
child. Since then the patient has had menorrhagia (D 30). For the 
past eight or nine years she has had severe dysmenorrhoea. The 
pain was at first confined to the right iliac region, but recently it 
has been felt in the left iliac region also. 


At operation a diffuse fibrous-looking mass, irregularly circum- 
scribed, but with ill-defined margins, lay under the right rectus 
fascia, on, and internal to, the rectus muscle, but not definitely in 
the substance of the latter. Its position corresponded to the site of 
the operation wound in the lower middle quarter of the subumbilical 
rectus. The mass measured approximately 1} inches vertically by 
? inch broad, and was about half an inch thick at its thickest part. 
It was not encapsulated. It was apparently shut off from the 
peritoneal cavity by peritoneum only, 

The uterus, which was of normal parous size and shape, was 
suspended loosely to the inner surface of the abdominal wall by a 
narrow band consisting apparently of peritoneum only—about 
1} inches to 132 inches long. This adhesion stretched from the site 
of the under surface of the tumour to the anterior wall of uterus 
near the fundus. There was no sign of any loss of uterine 
substance. 

The right ovary was enlarged to about thrice the normal size. 
It was densely adherent posteriorly and inferiorly to the pelvic wall, 
and appeared to be infiltrating the subperitoneal tissue. In 
separating the ovary a hemorrhagic cyst, about the size of a marble, 


* Read at the British Congress of Gynecology and Obstetrics, Edinburgh, 
April, 1923. 
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was opened. This cyst contained thick dark fluid blood. The left 
ovary appeared normal. There was no evidence of adenomyoma- 
tous masses elsewhere on the uterus, Fallopian tubes, or pelvic 
peritoneum, but the exploration was not exhaustive. 

On gross section the tumour was irregularly honeycombed with 
small cystic spaces varying in size from a pinhead to a pea. These 
spaces all contained thick dark menstrual-like fluid. (Operation 
one week after menstruation finished.) The tumour was moderately 
vascular. The remains of two or three old catgut sutures were 
found in the midst of the mass. 

Microscopic sections of the tumour show very numerous gland 
spaces lined with typical endometrial epithelium. [In some places 
the epithelium is columnar, and apparently ciliated. Elsewhere it 
is more cubical. In some areas there is a well-developed stroma 
of endometrial type surrounding the gland spaces. Elsewhere the 
epithelium rests directly on a fibrous tissue stroma, and in places 
apparently directly on non-striped muscle. 

Sections of the right ovary show the hemorrhagic cysts to be 
of lutein type. There are no certain endometriomatous areas 
present, but one area at least resembles some of Sampson’s micro- 
photographs of what he considers to be endometrial areas. 


The condition here appears to be the result of an implantation 
of endometrial tissue in the abdominal wall during the operation of 
ventri-suspension. Whether the tissue was carried there in the 
too deep passage of the suspending sutures through the uterus, or 
escaped through the Fallopian tubes, or from similar areas in the 
right ovary into the raw area of the abdominal wall, it is impossible 
to say. The probability is, however, that it was carried on the 
catgut sutures. 

The considerable size of the tumour, and the absence of any 
great quantity of uterine muscle, precludes the possibility of its 
being merely a ‘‘ chunk ”’ of corpus uteri imbedded in the rectus 
sheath. Moreover the uterus showed no gross evidence at all of 
loss of substance, and was separated from the tumour by a narrow 
band of peritoneum at least 13 inches long. 

The clinical evidence of the continued steady increase in size of 
the mass from being impalpable to that of a tumour more than half 
the bulk of the corpus uteri, and the evidences of functional activity 
of the gland-tissue, all suggest that this tumour is of the nature of a 
(non-malignant) new growth, derived from endometrium, and the 
microscopic invasive appearances bear out this view. These 
appearances give the strongest support to Sampson’s view that 
endometrial grafts have, under certain conditions, the power to 
“catch on’’ when implanted in alien tissues, to proliferate 
wherever implanted, and to invade surrounding tissues. 
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and epithelium columnar to left of field. 


Gland lined by columnar epithelium and 
surrounded by a cellular mantle of endometrial type, the 


whole lying in a fibrous tissue stroma, x 60 Diam. 


spaces 


Gland space x 160 Diam. Stroma of endometrial type 
elsewhere endo- 


metrial stroma mantle absent and more flattened type of 


epithelium lying directly on general fibrous stroma of 


tumour. This is a common appearance in adenomyomata 


and is probably the result of varying degrees of resistance 


of different type of tissue to increase of pressure within 
gland space. 


Gland spaces lined) by columnar” epithelium and 


surrounded by cellular mantle of endometrial type. Fibrous 


stroma to left of field. < 160 Diam. 


Dilated gland spaces to left of field; epithelium flattened 
columnar; cellular mantle absent. Gland spate to right of 
field shows epithelium more columnar and cellular mantle. 

x 60 Diam. 
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Carcinoma of the Female Urethra, with notes of two cases 
treated with Radium. 


By Wm. FLetcHer Suaw, M.D., Ch.B. (Vict.), 


Lecturer in Obstetrics and Gynecology, Manchester University; 
Hon, Assist. Gynecological Surgeon, Manchester Royal 
Infirmary; Hon, Assist. Surgeon for Women, St. Mary’s 
Hospitals, Manchester. 


(Read at the January Meeting of the North of England Gynecological and 
Obstetrical Society.) 


CARCINOMA of the urethra is a rare disease, only about 100 cases 
having been reported up to the present time. 

The first reported case was by Mme Boivin! in 1833, and in 
1903 Percy? was able to collect only twelve cases of which three 
were sarcoma. 

In 1911, Beckwith Whitehouse? brought the number up to 44, 
and in 1921 Venot and Parceliert gave a resumé of 87 cases, but in 
this review they left out 10 of Beckwith Whitehouse’s cases, and 
since that time I have found three new cases, bringing the total to 
100. In English surgical literature only 12 cases have been 
recorded. 

This disease usually occurs in women over 40 years of age, 
although several have been recorded in young women, and the 
symptoms most generally complained of are irritation of the vulva 
and painful micturition. 

The growth commences either in the urethral mucous membrane 
or in the epithelium surrounding the meatus with secondary 
invasion of the urethra. In the former situation it is found either 
as an ulcer or infiltration, and in the latter as a polypus, an ulcer 
or an infiltration, 

The inguinal glands are involved in only one-third of the cases. 

These are the generally accepted facts about urethral carcinoma, 
but the main interest ranges round the treatment, which may be 
surgical or radiation. 

The great difficulty in forming a comparison between the results 
of the different methods of treatment is the very early stage at which 
most of the cases are reported—under a year in the majority—and 
this is much too early to give any true idea of freedom from 
recurrence, 

The majority of cases so far reported have been treated by 
surgery, for which there are two operations ; 
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1. Total resection of the urethra. In this operation the whole of 
the urethra and, in some cases, part of the base of the bladder is 
removed, the opening in the bladder closed or partially closed, and 
permanent suprapubic drainage provided, or else a permanent 
vaginal fistula left. Of the reported cases, 30 were treated in this 
way, 22 with a vaginal fistula, and 8 with suprapubic drainage. In 
only 12 cases was control obtained. 

The resection’ of the urethra is the most radical method of 
treating the disease and appears to hold out the best chance of cure. 
Of the 87 cases collected by Venot and Parcelier, 30 had been 
treated in this way and only five had been followed by recurrence, 
but so many of these cases had been reported so soon after operation 
that this figure cannot be taken as a true record of recurrence. 

Crossen,® who reported on the end result of 50 cases of this 
disease, found only eight patients free from recurrence at the end 
of three years, but Vineberg® has recorded a case free from recur- 
rence ten years after operation, and Rosser? one five years after 
operation. 

In English surgical literature the first three cases recorded were 
treated by this method, the first by MacGill® and the next two by 
Battle,? but the subsequent histories are not recorded for a sufficient 
length of time: two were well at the end of one year and the other 
lost sight of. At a later period Cuthbert Lockyer!? recorded two 
cases, one of which was quite well two years after operation, and 
another recorded by Fairbairn! recurred in four months. 

The recorded results of this operation are anything but good so 
far as recurrence is concerned, and it has another very serious 
drawback in that a permanent opening must be left into the bladder 
either vaginal or suprapubic, which means, in the majority of 
cases, incontinence and the wearing of a urinal, although Venot and 
Parcelier record 12 cases in which continence was obtained. 


2. Partial resection of the urethra with retention of the internal 
sphincter. This is a much less severe operation and, in the majority 
of cases, is not followed by incontinence, though in many of the 
cases it does ultimately occur owing to contraction of the cicatrix, 
but against these advantages must be set the greater risk of 
recurrence. 

Of the cases collected by Venot and Parcelier there were nine 
recurrences recorded out of 28 cases of this operation, and this 
figure is, in reality, much too low as so many cases are recorded 
too early to be of any value from this point of view, 

Melchiori'? has recorded one case well six years after operation, 
Mr. Stanley Boyd'* one four years after operation, and von 
Winckel!’ one three years after operation. 
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These results make very melancholy reading, but the only 
alternative is treatment by radium, of which too few cases are yet 
recorded over a sufficiently long period for a verdict to be given. 

Usually radium has been tried only as a last resort in hopelessly 
inoperable cases, though Venot and Parcelier note a case treated 
by Legueu and Cheron!® in which an advanced urethral carcinoma 
in a woman only 25 years of age completely disappeared, and 
showed no sign of recurrence after 30°months. Unfortunately, the 
growth was so extensive before the radium was applied that a 
permanent vesico-vaginal fistula resulted, and after an attempt to 
implant the ureters into the rectum 30 months after the first appli- 
cation of radium the patient died of general peritonitis. 

Quite recently Pomeroy!® has recorded a case which he treated 
with radium, and this patient was quite well one year after the 
application. 

When I saw my first case in 1919 the only available literature 
was Beckwith Whitehouse’s paper and a few cases quoted in the 
English literature since that date. Of the 12 English cases com- 
plete excision of the urethra was done in six, and of these three had 
permanent suprapubic drainage, two vaginal drainage, and in the 
sixth this is not recorded. This is a serious operation, and the 
resulting incontinence so discomforting that a surgeon would 
hesitate to perform it unless the percentage of cures was proved to 
be very high. 

Of these six cases one (Cuthbert Lockyer’s) was free from recur- 
rence two years after the operation, two others one year after the 
operation, one recurred in four months and two were lost sight of. 
This is not an encouraging result, but might have been much better 
if these cases could have been traced and reported at a later date. 

Of the remainder, three were treated with partial excision, and 
one of these, Mr. Stanley Boyd’s, was well at the end of four years, 
and one in three months, while the other recurred in three months,!” 
but in all three cases there was permanent incontinence. 

The remaining three cases*!*'! were too far advanced for 
operation, and in one* radium treatment was attempted though the 
disease was too far advanced to hold out any hope of cure. 

The reading of these cases is not encouraging; the chance of 
complete cure seems to be very slight, and even if it is obtained is 
probably at the expense of permanent incontinence, a condition 
almost as disastrous as the disease. 

Under the circumstances I decided to have my first case treated 
with radium, which Dr. Burrows kindly carried out, and this patient 
is now, three years after the operation, quite free from local 
recurrence, though I have lately removed a small inguinal gland 
which contained carcinomatous cells, 
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Miss E., 45 years of age, virgo intacla, consulted me in Novem- 
ber, 1919, because of great irritation of the vulva and painful 
micturition which, she stated, had been present for four months, 

[ found she had a hard growth completely encircling the 
urethral orifice and extending along its lumen for about three- 
quarters of an inch. Though the growth extended completely 
round the urethral orifice it gave the appearance of growing from 
within outwards and only extended for a short distance beyond the 
urethral margin, not at all like epithelioma of the vulva. The inguinal 
glands were not enlarged on either side. | advised her to have 
radium applied and this was done by Dr. Burrows on two occasions, 
I saw her again in December, 1920, a year after the first consul- 
tation, and could find no trace of growth about the urethra, only a 
little scar tissue on the right side of the urethral orifice, but the 
inguinal glands on both sides were enlarged and hard. These were 
removed in December, 1920, and definite carcinomatous cells were 
found in several of the glands. 

The patient has been under observation at regular intervals 
since that date and no sign of recurrence observed until December, 
1922, three years after the original application of radium when a 
small, hard gland, the size of a pea, was observed in the right groin 
just below Poupart’s ligament. 

This was removed and proved to contain carcinomatous cells. 
There was no sign of local recurrence in the urethra nor could any 
other glands be found. She is to be treated again with radium. 

Mrs. B., 51 years of age, iil-para, passed the menopause three 
years ago and consulted me in October, 1922, because of soreness 
of the vulva and dyspareunia for 10 months and a constant slight 
hemorrhage which had lasted five weeks. 

She had a urethral caruncle cauterised 18 years previously. 

Examination revealed a hard, red friable mass, the size of a 
sixpence, at the urethral orifice, and the lower inch of the urethra 
thickened and hard like a lead pencil. No enlargement of the 
inguinal glands was found. 

As my first case had responded so well to radium I decided to 
have this treated in the same way, and this was carried out byDr. 
Burrows in October, 1922. Two months later the growth was very 
much reduced in size but had not completely disappeared. Whether 


ultimately it will do so and the patient remain without recurrence 
time alone will show. 


Note.—Since writing this Miss E. was again seen April 1923, 


when she was quite well and there was no sign of recurrence locally 
or in the glands. 
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Case ot Calcified Bodies in the Uterine Cavity.* 


By H. Leira Murray, M.D., Ch.B. (Aberd.), 


Hon. Surgeon, Hospital for Women, Liverpool; Hon, Assistant 
Surgeon, Liverpool Maternity Hospital. 

THE patient was aged 60, had been married 35 years, and had had 

four children, the last 31 years previously. 

She was sent into Hospital complaining of intermittent 
bleeding for three months, without pain. The menopause had 
been reached 15 years before. There had been no loss of weight. 

On examination, a simple mucous polyp was noted on the 
anterior lip of the cervix, and abdominally there was a cystic 
swelling reaching to one a half inches below the umbilicus; this 
was absolutely mobile and non-tender ; free fluid was absent. 

On April 15, 1922, the polyp was excised under an anzesthetic, 
but as a sound showed the uterine cavity to be four inches long 
a dilatation and diagnostic curettage were carried out. Very little 
material was brought away, and none of the calcified bodies 
discovered later within the uterus were seen; the uterine wall 
appeared firm, The abdomen was then opened, and the left ovary, 
weighing 1 lb. 4o0zs., and exhibiting one large cyst with a more 
solid portion posteriorly, was removed together with the body of 
the uterus (as this latter impressed’ one by its size on direct 
inspection) and the right appendages. At the time of operation 
the cyst was considered to be a pseudo-mucinous adenoma, and 
certainly had all the external features of such a condition; there 
appeared no special reason therefore to extend the operation to 
a total hysterectomy. On opening the uterus, which weighed 
30z., there were found lying loosely on the anterior wall seven 
small and flattened coral-like bodies of a glistening white colour 
and with a rosette outline. They varied in diameter from 2.4 mm. 
to 3.2mm., and had a thickness of 1.8mm. to 2mm. _ It is quite 
certain that these must have been dislodged by the curette, but 
there was no sign whatsoever of their original site. Chemical 
examination showed them to consist almost entirely of calcium 
carbonate with traces of magnesium carbonate and_ iron; 
phosphorus was absent. An X-ray print demonstrated their 


*Read at the January meeting of the North of England Obstetrical 
and Gynecological Society. 
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opaque character. The scanty curettings showed hypoplasia of all 
elements. 


The following report was given by Professor Ernest Glynn on 
the cystic ovarian swelling :— 


‘“The (umour is about the size of a foetal head, and is 
covered with a dense capsule. On opening it there was at least 
one large cyst seen, with a smooth wall. The rest of the 
tumour is yellow and semi-necrotic. Five sections of different 
pieces have been cut. The tumour is a short, spindle-celled 
or ‘‘ oat-celled’’ sarcoma with numerous capillaries and thin- 
walled vessels. Mitotic figures can be seen. The section 


through the cyst wall shows a sarcomatous infiltration of the 
ovarian tissue.” 


The patient made an uninterrupted recovery, and was reported, 
on February 6, 1923, to be alive and well. It may be doubted, 
therefore, whether the ovarian mass was in reality of a sarcomatous 
nature. 
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Case of Strangulation of a Normal Fallopian Tube and 
Ovary. 


By H. LeirH Murray, 


THe patient, aged 50, had been married 22 years, but was without 
family. Menstruation had been absolutely regular until three 
months before the onset of her illness. Five weeks before she came 
under my observation she was seized with severe pain in the lower 
abdomen, vomited repeatedly during 48 hours, was four days in 
bed, and complained of a feeling of soreness in the lower abdomen 
for the next two weeks. Two days before being seen she was again 
seized with severe pain, with vomiting, and required a hypodermic 
injection of morphia; she was confined to bed for that day only. 

Examination showed visible peristalsis in a thin abdomen, with 
two rounded swellings reaching three fingers’ breadth above the 
symphysis pubis. These were movable on each other, and the 
one to the left side was definitely cystic. 

Bimanual examination showed the mesial swelling to be 
uterine, and the cystic swelling to be originating in the left 
appendage. There was moderate tenderness in both fornices, but 
not more marked on one side than on the other. 

A diagnosis of left ovarian cyst with twisted pedicle, associated 
with fibroid uterus, was made, and operation was carried out the 
following day (March 29, 1922). 

On opening the abdomen, the pearly-white surface of a left 
ovarian cyst, about the size of two fists, was obvious; there was 
neither extravasation, torsion nor adhesion. The uterus contained 
a fundal fibroid, of the size of a large fist. 

The right appendage showed a most definite torsion, with 
moderate strangulation and intense engorgement of both ovary 
and tube. There was no evidence of any inflammatory disease. 
The patent tube showed considerable thickening from extravasa- 
tion, and blood was seen oozing from the fimbriated end. There 
were one or two light and recent adhesions to omentum on this 
side, and a little blood-stained free fluid in the pouch of Douglas. 
The ovary was 3gin. long and 2in. thick, was deeply mottled, 
and showed extravasation throughout its whole substance. 

There was no evidence of any cystic formation, either macro- 
scopically o° microscopically, and the torsion appeared to have 
developed by the ovary having fallen forwards over the infundibulo- 
pelvic ligament. The ovary lay close to the bladder, but was not 
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adherent. The fibroid showed a moderate degree of hyaline 
degeneration with areas of lacunar oedema. The unilocular ovarian 
cyst on the left side, associated with a normal tube, contained 
298 cc. of thick, dark yellow, viscous fluid which chemically gave 
the reaction of true mucin and other simple proteins. It was 
lined by cubical epithelium, The total weight of the specimen was 
565 grammes, 

Presumably this unusual condition was caused by the tumour 
formation of the uterus and opposite appendage. 

Recovery was urinterrupted. 
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Adenomyoma involving the Vermiform Appendix.* 


By Danie, Douaat, M.C., M.D. (Vict.), 


Gynecological Surgeon, Northern Hospital; Hon, Assist. Surgeon, 
St. Mary’s Hospitals; Assistant Lecturer in Obstetrics and 
Gynecology, University of Manchester. 


;XTRA-UTERINE adenomyomata are by no means rare, but have 
generally been observed in connexion with the rectum; there do 
not appear to be a great number of cases on record in which the 
vermiform appendix has been involved. 

The work of Sampson on ovarian adenomata of endometrial 
type has added further interest to these cases, and in a paper 
published last year he has dealt especially with the subject of 
intestinal adenomata and their relation to the ovarian tumours. 
Ile mentions the sigmoid, rectum, appendix and terminal loop of 
the ileum as the usual sites and gives the histories of twelve cases. 
The lesions may be surface implantations, implantations developing 
between adherent folds of peritoneum or deep invasions of under- 
lying structures, and are present in more than half the cases of 
ovarian adenomata of endometrial type. 

The case which I have to describe belongs to the class dealt with 
by Sampson in the paper referred to, typical adenomyomatous 
tissue being present in the vermiform appendix. 

The patient was a married woman, 35 years of age, who had 
never been pregnant. The menstrual flow was regular but exces- 
sive. She complained of severe pain in the left lower abdomen, 
constantly present but worse at, her periods, 

On examination the uterus was found enlarged and nodular and 
the left appendage cystic and adherent. She was thought to have 
uterine fibroids and an adherent appendage and was admitted to 
hospital for operation. On opening the abdomen the uterus was 
found to contain several fibroids and the bladder was adherent high 
up on its anterior surface. The left ovary was cystic, closely fixed 
to the sigmoid and contained a quantity of brown treacly material 
which escaped during removal. The adjacent part of the sigmoid 
was much thickened. The right ovary was not enlarged but was 
firmly adherent to the back of the broad ligament. The vermiform 
appendix was long, dipped down into the pelvic brim and its 


"Read at the January meeting of the North of easanel Obstetrical 
and Gynecological Society. 
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Fig. 1. Lumen of appendix. 


Adenomatous tissue on surface of 
appendix. 
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enlarged and globular tip lay close to the ovary but was not actually 
adherent to it. It was, however, firmly attached to the lateral pelvic 
wall. The uterus, appendages and the appendix were removed, 
and the patient made a good recovery. 

It is nine months since the operation and I regret that the 
macroscopic specimens have been destroyed. The uterus, however, 
was examined at the time and was reported as containing fibroids 
and no other lesion. Sections were cut from the left ovary and the 
appendix and these have been preserved. 

In the section of the appendix the lumen appears in several 
places, the distal end being evidently bent on itself and glued into 
a globular mass. At one point on the surface is a superficial 
adenoma which appears to have been torn across during removal 
of the organ. Deeper down are islands of adenomatous tissue 
surrounded by smooth muscle and exactly similar in appearance to 
the uterine adenomyomata. 

The micro-photographs show these lesions quite distinctly, and 
the appearances of the adenomatous part may be contrasted with 
those of the glands of the appendicular mucous membrane, a 
photograph of which is also reproduced. 

I have not included a photograph of the ovary as the section is 
a poor one and the histological appearances inconclusive. It shows 
the wall of the blood cyst, and at one point on the inner surface 
there is an area of very cellular tissue containing a few structures 
like degenerated glands. I feel sure that this is a portion of an 
ovarian adenoma and that the growth would have been quite 
obvious had serial sections been cut at the time, 

I think the appendicular adenomyoma was secondary to an 
adenoma of endometrial type occurring in the left ovary, being 
brought about by implantation of some of the “tarry ’’ contents. 
A similar lesion was no doubt present in the portion of sigmoid 
adjacent. to the ovary as shown by the thickening of its walls in 
this locality. 


REFERENCE. 
Sampson, J. A. Arch. Surg., 1922, v, 217. (Abstracted, Surgery, Gynacol., Obstet., 
Jan. 1923. 
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BRITISH CONGRESS OF OBSTETRICS AND 
GYNAECOLOGY. 


Tne fourth Congress was held at the Royal College of Surgeons 
Edinburgh, on April 19th and 2oth, under the Presidency of 
Dr. Lamond Lackie. 

In opening the proceedings, the Chairman said it was a great 
joy to the members of the Edinburgh Society that their ancient city 
had been chosen as the place of meeting this year. He extended 
to the visitors a very hearty welcome. The subject chosen for 
discussion was that of ‘‘ Intrinsic Dysmenorrhoea,” and he thought 
it would be agreed that a more interesting subject could not have 
been selected. The etiology, pathology and treatment of this 
troublesome symptom, in a very large proportion of cases, was still 
very obscure, and it would be most interesting to have the experi- 
ence of different observers from various parts of the country. 
Iie asked Professor Blair Bell to open the discussion, 


Professor BLAIR BELL then introduced the subject of intrinsic 
dysmenorrhoea. [lis remarks were based on the tables of statistics, 
distributed among those present, and on the paper which is 
published in full in this Journal (see page 119). 


Dr. JOHNSTONE (Edinburgh) read his Report as follows :— 


The Results of Operative Treatment of Intrinsic 
Dysmenorrhea. 


By R. W. Jounstone, M.D., Ch.B. (Edin.), 
Edinburgh. 


IntRINSIC dysmenorrhoea is a reproach to modern gynecology. 
While it is one of the more common conditions met with by the 
gynzcologist, its pathology to a great extent is, as Marion G. Sims 
said sixty years ago, “‘ yet to be written.’”’ There is hardly any 
subject in gynecology in regard to which less advance has been 
made, ether in pathology or even in treatment, than intrinsic 
dysmenorrhoea. The treatment which in the vast majority of cases 
is adopted at present—namely, dilatation of the cervix—is essen- 
tially what was recommended over two thousand five hundred years 
ago by the Father of Medicine himself. In the Hippocratic writings 
bougies or leaden instruments to dilate the os uteri are recom- 
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mended for painful menstruation associated with sterility. Incisions 
of the cervix, which are just another method of achieving the same 
result, were practised by Sir J. Y. Simpson, Emmet and Sims in 
the days of the infancy of gynecology. It was owing to these 
facts that there emerged in the minds of your Executive Committee 
the pious hope that by making this question the subject of 
individual and collective investigation by the gynecologists of 
Great Britain and Ireland during the year, and the main subject 
of consideration and discussion at this Congress, something might 
be done to wipe out the reproach. 

It has already been explained that the Committee’s hopes have 
to a great extent proved abortive, and that the original plan of a 
formal Report has had to be abandoned. It had been relegated to 
me to report upon the results of operative treatment and upon the 
relationship of intrinsic dysmenorrhea to sterility. My colleagues 
in Edinburgh were among the very few who supplied me with any 
information as to the results of their operative treatment, and it is 
at their request that I venture to put before you as an average 
example of the results of operative treatment the combined results 
of their hospital and private practices in the last few years, along 
with those which were kindly supplied to me by Miss Fairlie and 
Professor Kynoch of Dundee, and Leith Murray of Liverpool. 
Dr. Gemmell and Professor Blair Bell, of Liverpool, also supplied 
me with very full statistics, but as they are fortunately both with us 
to deal with their own statistics personally, I have left their figures 
out of this reckoning. 

In all I have the results of 575 cases, which may be taken as 
quite a large enough number to indicate fairly the results of 
treatment. I cannot give information on anything like all the 
points mentioned in the original questionnaire which was issued, 
as the information supplied to me deals almost exclusively with the 
main issues, 

The operation which is practically always performed is dilata- 
tion of the cervix, and all the operators concerned, with the 
exception of Leith Murray and Professor Kynoch, follow the dilata- 
tion by curettage. The two operators named never do so unless 
there is definite indication for curettage, in, for example, the 
presence of pathological thickening of the cervical endometrium. 
The time of election for operation is in most cases from a week 
to ten days before a menstrual period, but several operators state 
that the date of operation in relation to the period is a matter of 
indifference, and Leith Murray has got as good results even when 
the operation has been performed during a period. Graduated 
metal dilators seem to be universally employed, Professor Kynoch 
and myself being the only ones who apparently ever use laminaria 
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tents. Speaking for myself, I have used these only occasionally, 
and | cannot say that the results have been either better or worse 
than when metal dilators have been used. Theoretically, the more 
prolonged dilatation which is kept up by tents should make their 
use more efficacious, but in my hands that expectation has not been 
borne out in practice. ‘The degree of dilatation varies very much in 
the hands of the few who refer to this point. Professor Kynoch, 
for example, recommends dilatation up to No. 10 Fenton, while 
Leith Murray is very emphatic on the necessity of dilating until 
the cervix is “‘ completely paralyzed ’’—somewhere between Nos, 
26 to 33 Hawkins-Ambler dilators, which last figure represents a 
diameter of practically two-thirds of an inch. At an earlier stage 
of the process he makes an incision into the posterior wall of the 
cervix, sO as to limit the inevitable tearing to this safe direction. 

Taking the results of simple dilatation and of dilatation and 
curettage combined, we find that of the 575 cases, 49.8-—practically 
50 per cent.—-were permanently cured. Two years was in general 
taken as the period by which to reckon the permanence of the cure, 
but this figure has not been adopted rigidly, and must therefore 
not be applied rigidly. The probability is that if it were applied 
rigidly the proportion of cases in which a permanent cure is claimed 
would be somewhat smaller. Owing to the different ways in which 
the results were recorded I have not been able to separate those 
who were to be put down as temporarily cured from those who were 
merely relieved. Taking these two groups together, we find that 
they form 32.8 per cent., practically 33 per cent., or one-third of the 
whole. The remainder, 17.4 per cent, were total failures, and of 
these a very small percentage—perhaps some 3 or 4 per cent. of the 
total number—were reported as being worse after the operation. 
Looking at the results slightly more in detail, and without specifying 
individual operators, one is struck with the considerable uniformity 
of the results obtained by the different individuals. The extremes 
in regard to the permanent cures are indeed 38 per cent. and 56 per 
cent., but the majority of the operators obtained from 45 to 55 per 
cent. of permanent cures. The failures also show considerable 
uniformity, the extremes being g per cent. and 22 per cent., and 
the majority running between 17 per cent. and 20 per cent. 

With regard to other methods of operation, I have very little 
information. Lamond Lackie and myself are the only two who 
record the employment of stem pessaries, and I think I am right in 
saying that we are both enthusiastic about the use of these instru- 
ments, and that neither of us has had any bad results or serious 
complications to deplore as following their employment. I do not 
know if I am right, but I am inclined to attribute the similarity of 
our procedure to the fact that both of us obtained our early training 
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in practical gynecology under Sir Halliday Croom, who employed 
stem pessaries largely and successfully in the treatment of 
dysmenorrhoea and sterility. Lackie uses, I believe, a glass stem 
pessary. I prefer the Wylie drain, with a small hole in the base 
through which I pass a silkworm gut suture and stitch it to the 
anterior lip of the cervix. Lackie does not record how long he keeps 
the stem pessary in, and my own practice varies with circumstances. 
But if possible, and if the case is perfectly clean and likely to remain 
so, I prefer to keep it in for several weeks. I believe it acts partly 
by maintaining a moderate dilatation, and partly perhaps by causing 
some muscular hypertrophy through the persistent efforts of the 
uterus to expel it. 

Plastic operations either in the form of splitting the cervix, as 
in the Dudley operation, or enlarging the external os, as in the 
Pozzi operation, find favour with comparatively few of those who 
have reported. Ilaig Ferguson is in the habit of performing a 
Dudley operation when a previous thorough dilatation has failed 
to give relief, and in the records with which he has supplied me a 
considerable proportion of permanent cures has followed this 
second operation. It is of course debatable whether the benefit 
following the second operation is to be attributed to the actual 
splitting of the cervix, or to the fact that by splitting the cervix a 
more complete dilatation of the internal os is easily obtained. 
No one refers to the Pozzi operation. 

With regard to the relation of intrinsic dysmenorrhoea to 
sterility, | have records in regard to 218 cases of married women 
who complained of sterility as well as of intrinsic dysmenorrhcea, 
and were treated by dilatation or dilatation and curettage. Of these 
35 per cent. conceived after being relieved or cured of their 
dysmenorrhoea ; 14 per cent. conceived subsequent to the operation 
but without having been relieved of the dysmenorrhoea. Of the 
figures upon whch the average of 35 per cent. is based the extremes 
are 27 per cent. and 41 per cent., the majority running very closely 
around 35 per cent., a striking instance of uniformity in result. In 
a considerable number of these cases the patients were quite young 
women, and the sterility was of not more than perhaps a year’s 
duration. These points require to be borne in mind in trying to 
estimate how far the recorded conceptions were propter and how 
far merely post operationem. Moreover, 51 per ceni. remained 
sterile in spite of the operation. 

These are practically all of the results which I can offer to the 
Congress. Other points have been referred to by individual 
operators, but it seems prudent to refer only to those points in 
regard to which I have information based on considerable numbers 
of cases. 
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Dr. J. E. GEMMELL (Liverpool) read his Report as follows :— 
Intrinsic Dysmennorrhea. 


By J. E. GemMMELL, M.B., C.M. (Edin.), 


Liverpool. 


THESE remarks are based upon 350 hospital cases collected from 
1904—1922 of severe dysmenorrhoea, of which the after-histories 
have been obtained in approximately 150. 

As ordinary hospital records do not lend themselves to the 
detailed analysis required by the questionnaire issued by the execu- 
tive committee, it is only possible to deal with broad principles and 
in particular with the results of treatment. 

In reference to definition, classification and pathology some 
uncertainty must have existed in the minds of many of us as to the 
meaning of the word ‘‘ intrinsic.’? We have excluded all extrinsic 
or extrauterine diseases and all cases exhibiting a gross lesion of 
the uterus itself. 

Intrinsic dysmenorrhoea is therefore to us a“ functional 
derangement,”’ due to uterine colic, produced by a faulty contrac- 
tion wave in a uterus that is maldeveloped, under-developed, and 
mildly infected, 


In my series the following lesions were found :—- 


A. Under-development -Cochleate uterus. ... 
Infantile uterus 

1. Abnormal anteflexion ... 960 
2. retroflexion 6 
Atresia of canal — 

(Conical cervix, stenosis of os.) 

C. Anteflexion and infection ... 


The essential pathology must at present be largely a matter of 
conjecture for the following reasons :— 


1. Except in isolated instances it is impossible to obtain sections 
of the uterine wall, 
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2. Examination of the pelvic organs and secretions during mens- 
truation is distasteful to the patients and therefore difficult to 
obtain as a routine measure. 

3. Tests for endocrine disturbances, such as X-ray examination 
of the pituitary fossa, and the estimation of carbohydrate 
tolerance, cannot as yet be regarded as reliable, and in any 
case can hardly be undertaken in busy hospital practice. 


One may briefly mention and comment upon the modern 
theories of the causation of dysmenorrhoea :— 


1. Maldevelopment of musculature with an excess of fibrosis or 
elastic tissue. 


(a) There is no solid microscopic proof, apart from one or two 
individual sections. 


(b) Dilatation which cures 50 per cent. of such cases could 
hardly affect an organic fibrosis. 


(c) The natural history of many cases of dysmenorrhoea is for 
improvement to take place spontaneously after 30 years of 
age. Such improvement could hardly be expected to take 
place if actual fibrosis were present. 

(d) Many under-developed uteri are not associated with painful 
menstruation. 


2. Organic Obstruction.—Produced by clots or membranes 


being impacted in the canal or the result of atresia of the canal 
itself. 


(a) Clots in the vagina are no proof of clots being present in 
the uterus. 

(b) It is rare to find a cervix or os which will not admit a 
uterine sound easily, particularly during menstruation, 
and therefore it is unlikely that the ordinary atresia pro- 
duces an organic stricture, 


No doubt these two theories account for some cases, but we 
think that the commonest pathological complex is probably a 
functional disturbance in the bi-polar action of the uterus. Unless 
the musculature of the upper and lower segments of the uterus are 
working harmoniously, uterine colic will ensue, 

Such a failure in mutual adaptation will be common in the 
presence of maldevelopment; it is frequently shown by abnormal 
spasm of the sphincter muscle of the internal os, or it may possibly 
be the result of some loss of nervous control acting centrally, or 


due to a failure between the longitudinal and circular fibres of the 
uterus, 
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Presence of clots and membranes. 


Clots were altogether absent in... ... 46% of cases. 
» usual in ... 


It was noted that the more profuse the flow the more frequent 
was the presence of clots. 

We have no observations as to whether the clots were present in 
the uterus or not, and are relying on the patients’ statements. 

Membranes were present in two cases. In neither case was 
pathological investigation possible, 


Questionnaire 3.—Relation of Marriage and Childbirth. 

155 patients—147 nulliparee (53 single, 94 married); 8 parous 
women, 

Marriage tends to develop dysmenorrhoea or make pre-existing 
pain worse, due either to (1) congestion, or (2) infection. Of 96 
married women, 43 began to complain after marriage, and in 10 
other cases the pains were made worse by marriage. 

Childbirth. Sterility is the usual accompaniment of severe 
dysmenorrhoea. If childbirth occurs it tends to relieve or cure the 
pain, In this series 12 cases were cured in this way. 

Dilatation and curettage led to conception in 33 per cent. of the 
nulliparous married women. 


Method and Results of Treatment. 

It is not usual to see mild cases in hospital practice, and the 
severe ones have already tried drugs, aperients and hygienic 
measures, So we are practically restricted to the results of operative 
treatment. 

The method of treatment has been that of dilatation and 
curettage, with the introduction of a gauze pack filling the uterine 
cavity, and allowed to remain for 48 hours by which time it has 
been expelled into the vagina, 

The dilators are of the Hospital for Women, Shaw Street, 
pattern, graduated gradually up to No. 25, which has a circum- 
ference at the tip of 3.4 cms.; circumference at the beginning of the 
shoulder 3.9 cms. ; circumference at the shoulder 4.0 cms. ; diameter 
1.27 cms. 


Results. 


68-44 per cent. 
Temporary cures (3 months up to 7 vears) 15—10 
Relieved 


Total failures ... 


” 
46—30 
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DISCUSSION. 


Dr. HERBERT SPENCER was surprised not to find any reference 
by Dr. Blair Bell to the work of Champneys and of Herman and 
Andrews on the subject of dysmenorrheea, 

He would have liked to hear some reference to ‘‘mittelschmerz”’ ; 
perhaps Dr. Bell excluded it as an extrinsic dysmenorrhcea, 

Dr. Spencer agreed that primary extrinsic dysmenorrhocea was 
rare. He had met with one case in a nun, due to utero-rectal 
adenomyoma. The patient remained quite well nine years after 
the removal of the uterus and growth by abdominal section. 
He had met with extremely severe dysmenorrhoea in a case of 
double uterus and vagina. It had been completely cured by making 
the two uteri into one, the patient being quite free from pain after 
five years. 

He was not in a position to dispute Dr. Blair Bell’s statement 
that only half the cases were cured by ‘pregnancy or dilatation. 
He thought, however, that more than half the cases were relieved. 
He doubted whether any patient was completely cured by dilatation, 
that is, had no pain whatever during menstruation. 

He did not agree that conical cervix and pin-hole os did not 
cause dysmenorrhoea. The result of Pozzi’s operation showed that 
those conditions did cause pain. He thought the operation of 
anterior hysterotomy recommended by Dr. Blair Bell was a severe 
and difficult operation in a virgin, and he saw no advantage in it 
over the use of the hysterotome or over laceration of the internal 
os by means of so-called ‘ dilatation.’ When he heard of dilatation 
by sounds 4 centimetres in circumference he concluded that the 
operator had unwittingly lacerated the cervix, for he was quite 
convinced that no virgin uterus can be dilated beyond 18 steel 
sound without laceration of the internal os. 

He had used laminaria tents in a large number of cases. He 
had even used repeated tents; but abandoned that method when 
a patient so treated got an attack of pelvic peritonitis. 

He had often used glass stems, but had not used them of late 
years. He was interested to hear Dr, Johnstone’s experience of 
Gill Wylie’s pessary which he knew Dr, Gill Wylie had used for 
many years with success. 


Mr. CHRISTOPHER MArTIN said that to discuss the treatment of. 
all the conditions which might give rise to painful menstruation 
would cover nearly half the field of gynecology. 

Dysmenorrhoea was a symptom of many widely different lesions, 
and it was impossible in the few minutes at his disposal to deal with 
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more than a few points. In the first place, he did not believe that 
menstruation was a painful process in the great majority of women. 
Conclusions based on its frequency among women attending 
gynecological hospitals, or consulting gynzcologists privately, 
were fallacious. Dysmenorrhoea was a symtom of so many pelvic 
disorders that it was present in a large percentage of such patients— 
as might be expected. But it was absurd to argue from these 
figures that it was equally common among women in general. 
Much of the dysmenorrhoea that did occur might be prevented if 
girls were brought up on more rational lines-—if they were taught 
from childhood to live rationally, and to dress rationally, and 
especially to avoid corsets. These crowded the pelvic organs, 
especially the uterus and appendages, down into the pelvis, inter- 
fered with their venous return, and kept them in a chronically 
congested condition. Girls ought to be encouraged to take plenty 
of vigorous exercise in the open air and to indulge in school sports 
as freely as boys. If girls were brought up on the same lines as 
boys they would suffer far less from dysmenorrhoea in after life. 


It was a bad thing to suggest to a girl at puberty that menstrua- 
tion was an illness, and that she must expect pain. The terms 
‘* poorly time,’”’ ‘‘ being unwell,’’ should be avoided, as they tended 
to make menstruation painful by suggestion. 

Some of the previous speakers seemed to doubt that pregnancy 
usually cured dysmenorrhoea. In his own experience it certainly 
did so in the great majority of cases. 

He objected to the term ‘‘intrinsic’’ and ‘‘ extrinsic’”’ 
dysmenorrhoea, It was a bad classification ; in fact, he doubted if 
there was such a thing as “‘ extrinsic’? dysmenorrhoea. He thought 
it better to classify the cases as (1) ‘ uterine,’? when painful 
menstruation was due to some lesion of the uterus itself, such as 
stenosis of the cervix, maldevelopment, infantile uterus, retroflexion, 
acute anteflexion, endometritis, fibroids, etc.; (2) ‘‘ extra uterine,”’ 
when it was due to some abnormal condition of the ovaries, tubes, 
or pelvic connective tissue, or to some disordered condition of the 
nervous system or body generally. 


Among the lesions which indirectly led to dysmenorrhoea he 
thought the occurrence of appendicitis in childhood was often 
overlooked. A girl, either before or after puberty, had an attack 
of appendicitis, not bad enough to call for operation. The 
peritonitic exudate dropped into the pelvis and led to adhesions 
binding down the uterus, ovaries and tubes. Then when menstrua- 
tion occurred and the pelvic organs became turgid with blood, they 
could not expand normally, and a condition of painful congestion 
ensued—a ‘‘ congestive dysmenorrhea.” 
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The treatment of dysmenorrhoea was the treatment of its cause. 
It is important in every severe case to do two things: (1) To try 
and analyze the patient’s pain and discover whether it is essentially 
due to congestion, to muscular spasm, or to neuralgia. In some 
cases it is purely congestive, in some purely spasmodic, in some 
purely neuralgic; in others, it is both congestive and spasmodic; 
but, as a rule, one or other factor predominates. (2) To examine 
the patient carefully, if necessary under an anesthetic, so as to 
determine what, if any, pelvic lesions are present which might cause 
the pain. Each case must be treated on its merits, and the treatment 
will depend on the predominant factor in the pain and the physical 
condition of the pelvic organs, 

In cases of stenosis of the cervix, conical cervix with pinhole os, 
and in many cases of acute anteflexion, he found that mere dilatation 
of the cervix was often disappointing. It failed to relieve, or 
relieved only for a few months. But if in addition to dilatation 
the posterior lip of the cervix was freely divided (he called this 
‘discission ”’ of the cervix) the results were much better, though 
occasionally this failed. After dilating the cervix up to No. 8 
Hegar, he divided the posterior lip with straight scissors right up 
to the posterior fornix. He then proceeded to complete the dilation 
with metal dilators, usually going up to No. 12. He then sutured 
the mucous lining of the cervical canal to the mucous membrane 
covering the vaginal aspect of the posterior lip in such a way as to 
prevent reclosure of the gap. This was a much easier operation 
than Prof. Blair Bell’s anterior hysterotomy, and, in his hands, 
had given excellent results, whether for the relief of pain or the 
cure of sterility. 

He had had several cases of maldevelopment somewhat similar 
to Dr. Herbert Spencer's case. One case he remembered was that 
of a double uterus. On one side the cervix was patent, and on 
the other it was occluded, with distension of the uterus above with 
retained menses. There was very severe dysmenorrhoea on the 
side of the occluded uterus, which was relieved by freely opening 
the hamatometric sac, letting out the retained menstrual blood and 
suturing the lining of the sac to that of the vaginal mucous 
membrane. The cure was immediate and permanent. It was an 
excellent example of obstructive (or spasmodic) dysmenorrhoea, and 
easily cured by removing the obstruction. 

In the treatment of painful menstruation by drugs there were 
two things we must not give or allow to be given, 1.e., morphia and 
alcohol. He was sorry to say that with many practitioners their 
routine treatment was to give opium or morphia in some form—an 
opiate mixture, a supply of morphia suppositories, or hypodermics 
of morphia. No doubt the pain was thus easily relieved, but it led 
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too often to the morphia habit, which was a far worse evil than 
dysmenorrhoea. In the same way the custom of plying girls with 
alcohol to relieve their menstrual pains was most pernicious, and 
was a great cause of drunkenness among women. The Medical 
profession had a great responsibility in this matter. Whatever 
its members prescribed let them shun morphia and alcohol. 


What then might they safely give to relieve the pain? He had 
found the old-fashioned bromide and belladonna mixture as good 
as any. Other drugs, such as aspirin, antipyrin, phenacetin and 
ammonol relieved in the neuralgic type of cases, and viburnum 
combined with aromatics in the spasmodic cases. The great thing 
was to try to discover and remove the cause, 


Professor DONALD said he regretted he did not answer the 
questionnaire which was sent out asking for particulars, and he 
came to the meeting not specially prepared to take part in the 
discussion. But this was a subject in which everybody who had 
practised gynecology for any length of time naturally took a 
great deal of interest. He did not quite understand the title 
‘‘intrinsic.’’ From the dictionary he found that ‘‘ intrinsic ”’ 
meant something inherent in a thing. Dysmenorrhoea was a pain 
and one could not talk about a pain being intrinsic. He presumed 
the meaning was—at any rate it might be so taken—dysmenorrhcea 
intrinsically uterine, or connected with the uterus. But even then 
there was a difficulty. Where were they going to draw the line 
between a case in which there was a minute alteration in the 
structure of the uterine mesometrium or endometrium and one 
in which there were numerous sma'l fibroids? It was impossible to 
draw the line in practice. Further, as one speaker said, the subject 
was so enormously large that one was rather apt to get lost in it. 
To discuss every point would take a great deal more time than 
was at their disposal. 


Dysmenorrhoea was difficult to define accurately. One could not 
classify it. There were many variations and degrees. There were 
people who suffered discomfort and others in whom this amounted 
to actual pain. But there was one class of case which he thought 
none of them could have any doubt about. That was the case of 
the girl or the young woman who was perfectly healthy and 
normal, with no signs of neurosis, leading a normal life, who 
every month—perhaps for only an hour, perhaps for two hours, 
sometimes for a day—was seized by an acute pain which simply 
incapacitated her for the time. Many of these patients were earning 
their own living, in offices or as teachers or nurses, and were keen 
about their work. But when the attack came they had to leave 
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the office or give up their teaching or nursing. That was the 
type of case which was the most important of all, and it was not 
very uncommon. The pain was often associated with sickness or 
nausea. It was referred to one or other iliac region or to the hypo. 
gastrium. That type of pain, in his opinion, was almost always 
associated with an acutely flexed uterus—the cochleate uterus—or an 
acute retroflexion. To those who were accustomed to examine 
carefully and thoroughly that type was absolutely recognizable. 
The patient nearly always had a tiny cervix, so small that when 
one came to operate in the way of dilation there was very great 
difficulty in getting hold of the cervix with a vulsellum so as to 
leave room for the passage of the sounds. One only got a very 
little tissue, and the operation was attended sometimes with con- 
siderable difficulty in avoiding laceration. 

Now what was the cause of the pain? He did not agree with 
Dr. Blair Bell’s opinion that in these cases the cervix was elongated. 
There was something in the uterus which caused this pain. As 
many of them were aware, he had for years held the opinion 
that there was some defect or abnormality, as yet unknown, in the 
endometrium. In some of the cases the cause seemed clear. It 
was nearly 20 years since he read a paper before the North of 
England Obstetrical and Gynecological Society upon curettage 
in these young women. He was severely criticized by some for 
having ventured to suggest curettage for young and single women ; 
he wondered what those critics would have said now if they heard 
of Dr. Blair Bell’s operation. He was disappointed when the 
pathologist who examined these cases had been unable, after 
microscopic examination, to discover any definite lesion or 
abnormality in the sections. But in some of the cases there was 
no need for the microscope ; the endometrium was removed by the 
curette in large strips, three or four times its normal thickness, no 
matter at what period of menstruation the operation was done. 
These were cases of diffuse adenoma, and curettage was the proper 
treatment. 

He published, in 1910, along with Dr. Fletcher Shaw, the results 
of curetting in cases of dysmenorrhoea (among other symptoms 
for which the operation was undertaken). The patients were all 
his, but the interrogatories of the patients and the general investiga- 
tion were the work of Dr. Shaw. There were in all 202 cases of 
dysmenorrhoea treated in this way, of which g1 were in virgins. 
The results of dilatation and curetting were, to his mind, extremely 
successful, and, curiously enough, they came out almost exactly in 
accordance with the figures given by Dr. Johnstone; in 82.6 per 
cent. of the cases the condition was improved. 

That introduced a point to which he must refer. It was a 
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difficult thing, as Dr. [lerbert Spencer said, to be sure that a patient 
was cured until after an interval of years. In the cases just referred 
to some of them might not be accurately described as entirely cured, 
but they were so well that they were no longer incapacitated ; they 
could go on with their work, and for all practical purposes they were 
cured. The percentage of cured or improved almost exactly 
coincided with Dr. Johnstone’s figures, showing that statistics did 
sometimes agree. An interesting point was noted. The cases in 
which the uterus was retroflexed gave rather better results than 
those when it was anteflexed. In dilatation he did not go beyond 
a No. 19 or 20 sound; the sounds they used at the St. Mary’s 
Hospitals in Manchester were finely graduated. Each sound started 
at the point where the end of the previous sound finished. The 
only satisfactory instrument for curetting was the sharp flushing 
curette. It was important to pack the uterus with gauze after the 
operation, and it should be left for at least 24 hours. In former 
days he used the stem pessary, and it was very successful, but if 
the patients were allowed unrestricted liberty one could not feel 
quite happy. Ile ceased to use them after a patient, who went sea- 
bathing with the tent still ‘‘in utero,’ suffered from an attack of 
subacute pelvic peritonitis. He formed the opinion that the effect 
of the stem was very much like curetting ; the continual pressure 
of a foreign body inside the uterus induced an atropic condition 
of the endometrium. In early days these stems were worn for six 
months. One patient, after she had worn it a month or two, 
ceased to menstruate altogether, and after the stem was removed 
it was some months before menstruation was established, but the 
pain had disappeared. Another objection to the stem was that in 
the most severe cases of dysmenorrhoea (the very narrow canal with 
acute anteflexion) it would almost certainly require an anzesthetic 
on two occasions. It was better to give one anzsthetic and curette. 

He associated himself with others in the appreciation of Dr. 
Blair Bell’s great services to the meeting. All those who had 
to deal with large masses of statistics would understand how much 
they were indebted to him for the work he had done. 


Mr. Beckwitnh Wuitirenouse said that like one or two other 
speakers he had experienced a difficulty, first of all, in’ knowing 
what was meant by the word “ intrinsic.”’? He took it as meaning 
the type of menstrual pain that Professor Donald had just described, 
in which a young woman was prevented from carrying on her work 
because the pain was so acute. He had gone through his statistics 
on that basis, and found that out of a large number he could trace 
but 100 cases of that particular type. It was of these only that he 
spoke. 
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He agreed entirely that pain of the character mentioned was 
nearly always uterine. At one time he used to think that it was 
ovarian, 

In six cases in which division of the posterior lip of the cervix 
with curettage was done the results were not satisfactory. Four 
patients said they had partial relief, and two had no relief at all. 
He believed that in the case of the four patients who said that they 
had been relieved this was more psychological than anything else. 

At one time he performed Pozzi’s operation fairly often, but was 
not impressed with the after results. Some patients said that they 
had been better for a short time, others said the pain was absolutely 
unchanged. Incidentally one woman had had four abortions since. 
This was not a good testimony to the method, 

With regard to the question as to what effect marriage or 
pregnancy had on dysmenorrhoea, marriage did not seem to alter 
the pain. Pregnancy altered it only if it went to full time; if, 
however, the patient only aborted it remained, In other words this 
bore out what Professor Blair Bell had said, that it was the full 
development of the uterus which was important. 

With regard to technique, for the last two years he had been 
using internal hysterotomy, as it was difficult to do Professor Blair 
Bell’s operation satisfactorily. He just divided the stricture at the 
os internum with a tenotome without splitting the whole cervix, 
There was no necessity to cut the whole cervix in order just to stitch 
it up again. The results so far had been good, but he was not 
putting forward any figures because it was too early to judge as to 
the results. 

Finally, as to the question of the influence of clots and so-called 
“casts”? of the uterus, he felt that he could not agree with Dr, 
Blair Bell upon this matter. The figures which he put forward 
some time ago were difficult to obtain, but he believed those figures 
and had since confirmed them by further observations. In 50 or 
60 per cent. of normal individuals menstrual clots are always there 
if one looks for them, but 50 or 60 per cent. of women do not suffer 
from intrinsic dysmenorrhoea. He thought the influence of the 
passage of clots on menstrual pain was very little. Clots had often 
been submitted to him as having been passed without any pain, 
and one could find in these clots definite endometrial tissue. Also, 
why should the human species be so absolutely different to other 
primates? Why was it necessary to explain that the endometrium 
in some wonderful manner extracted fibrin, if a much simpler 
explanation was forthcoming. Mr. Whitehouse was of opinion 
that his theory of the physiology of menstruation provided a simple 


explanation of the facts, whereas Professor Bell had but put forward 
further problems ! 


q 
i 
i 


240 Journal of Obstetrics and Gynecology 


One difficulty in proving the truth was that a normal mens- 
truating uterus was never removed. — It was fallacious to base facts 
and observations upon uteri removed for fibroids, metritis and so 
forth. Asa matter of fact the clots passed by a healthy menstrua- 
ting woman were almost always very small and required search, 
Other types, however, were quite compatible with normal health. 


Some years ago he had under his care a patient who from the 
age of puberty passed a typical menstrual clot each month for 
several years without any discomfort, and as the sole manifestation 
of the menstrual function. This girl was now menstruating 
normally and the uterus had developed. 


Dr. Watts Eben said that he felt a certain amount of special 
indebtedness because he was one of the culprits who should have 
written a paper and had not done so. Dr. Blair Bell had stepped 
into the breach left by their failure, and he was sure that when the 
paper was read over quietly and studied it would be found that Dr. 
Blair Bell had made a very valuable contribution to the literature 
on what they all acknowledged to be one of the most difficult 
subjects that gynecologists had to deal with. 


In the first place he would say a word or two about the frequency 
of dysmenorrhoea. He was very surprised in looking through the 
tables to find what a large proportion of Dr. Blair Bell’s patients 
suffered from dysmenorrhoea, and how very frequent it appeared 
to be in girls and women who, one would imagine, were not 
hospital cases at all. Those tables appeared to make out that half 
or more than half of such woman suffered from dysmenorrhoea. 
If that was so it was quite clear they did not all mean the same 
thing when they talked about dysmenorrhoea. As Dr. Blair Bell 
had very rightly said, the relativity of the expression ‘pain ’’ was 
a very important aspect of the subject; what one woman would 
complain of very bitterly another woman would bear without much 
complaint. It was, therefore, necessary to have some sort of 
standard as to what constituted an abnormal amount of pain, and 
could be rightly called dysmenorrhoea. They did not expect the 
menstrual process to be altogether free from pain, but at what point 
did it become something which could clinically be recognized as 
dysmenorrhcea ? 


Dr. Johnstone very rightly drew attention to that point. For 
his own part he supposed there was no better test than the degree 
of disablement which the pain produced. If women who were 
engaged in industrial occupations of any kind were obliged to 
suspend their work they were disabled. If women of the leisured 
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classes had to give up a dinner party, or a bridge party, he sup- 
posed they were disabled too. But in his experience—and the older 
he got the more firm he was in this opinion—the number of cases 
of dysmenorrhoea which were really severe was very small. He 
had frequently done this in his hospital practice; he had arranged 
for cases of dysmenorrhoea sent up from the out-patients’ depart- 
ment to be admitted to hospital so that they would be watched 
through a menstrual period. These had been admitted as severe, 
or very severe, cases of dysmenorrhoea, He had asked the Sister 
and the house surgeon—who in later years had usually been a 
woman—to give him their candid opinion as to the amount of pain 
that the patient was suffering from. As a rule the report which he 
got was that under the conditions they were in in the hospital—that 
is, when they were kept in bed and so on—they did not suffer any- 
thing in the way of an abnormal amount of pain. That there were 
occasional cases of pain so intolerable as to be quite excruciating 
he did not doubt at all, but they were very rare. He had seen in 
private practice during the last 10 or 12 years only one such case 
that he was quite sure of. Therefore he was inclined to think that 
really important cases of dysmenorrhoea were very rare and that 
they were all of the type that Dr. Blair Bell called—and he thought 
well called —-‘‘ intrinsic.’’ It was, perhaps, not very profitable to 
pursue the discussion on nomenclature, but his view of the matter 
was that ‘ intrinsic ’’ was a better term than the old term that used 
to be employed, viz., ‘‘ spasmodic.’’ He took it that what Dr. 
Blair Bell meant was that it was intrinsic to the menstrual process 
and not necessarily intrinsic to the uterus, 

They ought to take the widest possible view and it was especially 
important in dealing with dysmenorrhoea to understand what the 
menstrual process implied. There was the part that was plaved by 
the uterus; there was the part that was played by the ovaries; there 
was the part, very much undetermined at the present time, played 
by the other endocrine organs, and lastly, there was the part played 
by the nervous system. Any one of these factors might conceiv- 
ably become a cause of pain. If their attention was concentrated 
entirely on the uterus, and on the morbid conditions of the uterus, 
they would take too narrow a view of dysmenorrhoea; they should 
realize that the pain might come from a fault in the ovaries, or a 
fault in the endocrine balance, or a fault in the nervous system. 
Matthews Duncan, who was one of the most acute clinical observers 
who had ever been engaged in gvnecology, in his lecture on 
‘* Spasmodic Dysmenorrhoea,’’ defined it as ‘‘a disease of the 
nature of neurosis, in which the contractions of the uterus caused 
great pain.’’ He did not know any better simple definition of the 
ordinary spasmodic or intrinsic form of dysmenorrhcea than that. 
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They were agreed that the actual cause of pain was the painful 
spasmodic or colicy contractions of the uterus. Matthews Duncan 
recognized that this disease occurred most commonly in women 
who were of what was now called the ‘‘ neurotic’’ type, and he 
regarded neurosis as a very important point in the causation of the 
disease. That should be borne in mind when they were consider- 
ing in general terms what was the cause of dysmenorrhoea. He 
could not help wondering whether after a time they would not be 
prepared, as gynecologists, to relegate the cochleate uterus to the 
same class to which they now relegated the pin-hole os and the 
conical cervix. Ie hoped Dr. Blair Bell would forgive him this 
expression of heretic opinion, but he could not help thinking that 
they might be concentrating too much attention upon the uterus, 

There were one or two reasons that could be advanced for 
making that suggestion. In the first place he thought there was 
no doubt that there were a certain number of these cases of 
undeveloped uterus in which dysmenorrhoea was not a marked 
feature. In the second place, in his experience, the type of uterus 
which Dr. Blair Bell called cochleate uterus was exceedingly rare. 
He was very surprised indeed that Dr. Blair Bell had such a long 
series of cases of cochleate uterus which he had treated, and upon 
which he operated. In his (Dr. Eden’s) own experience— 
and he examined very carefully under anesthetic all the cases of 
dysmenorrhoea that came under his notice—the cochleate uterus 
was extremely uncommon. The ante-flexed uterus was, of course, 
very common but the small flexed uterus, which he understood was 
what was meant by cochleate uterus was, in his experience, very 
uncommon indeed ; one found it only in a very small proportion of 
the cases of severe dysmenorrhoea that one had to deal with. He 
hoped that when the paper was in type Dr, Blair Bell would be 
able to give them some idea of the relative frequency in his cases 
of dysmenorrhoea of this form of undevelopment, and of other forms 
of undevelopment, because his (Dr. Eden’s) experience was that in 
a good many cases of dysmenorrhoea it was not possible to put 
the finger upon any local pathological condition, and one was 
driven to the conclusion that the cause of the pain must be outside 
the uterus, perhaps outside the pelvic organs altogether. It was 
here, of course, the question of the ovarian function came in. 
Professor Blair Bell had spoken a good deal about the under- 
development of the ovary, and from these remarks he gathered that 
a rough test was the amount of blood lost in menstruation. If the 
patient lost a small amount the ovary was undeveloped; if the 
patient lost freely the ovary was well developed. He hoped that 
was not misrepresenting Dr. Blair Bell’s view so far. 

Now it seemed to him that there was a good many other factors 
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besides the ovary to be thought of in connection with the amount of 
blood that was lost in menstruation. For instance they knew that 
general conditions had a good deal to do with the amount of blood 
that was lost. Occupation had a good deal to do with it. Such 
simple conditions as anzemia and nervous disturbance, etc., fright 
or shock, had an extraordinary effect upon the amount of blood 
that was lost in menstruation. He did not think they were justified 
in supposing that habitual scanty menstruation meant under- 
development of the ovaries, or that the converse was true, that 
habitual free loss at the monthly period meant over-development 
or increased functional activity of the ovaries. They had all seen 
cases in which women who had menstruated very rarely, for 
example, before marriage, when married were fertile. Ile had one 
patient who menstruated only twice or three times a year before 
her marriage; she had been married now three years, he thought, 
and she had had two children, so that she was fertile above the 
average. There was no reason to suppose her ovarian function 
was at fault, although her menstruation was so scanty. Probably 
they had still a good deal to find out about the part that was played 
by the other endocrine organs in regard to menstruation. 

Professor Blair Bell had pointed out—correctly he was sure— 
that under-development of the uterus very likely went with some 
fault in the general endocrine balance, because development of the 
uterus during intrauterine life, and in infancy, was probably con- 
trolled by the other endocrine organs. He gathered that Professor 
Blair Bell’s view was that the influence of the ovaries upon mens- 
truation mainly lay in the effect of the endocrine function upon the 
structure and development of the uterus. His idea, however, was 
that the endocrine organs might in the future, when more was 
known about them, be shown to influence the menstruation function 
directly. 

Take the simple case of Graves’s disease in which there was an 
excess of thyroid secretion in the body. The menstrual function 
was never normal. As a rule he believed menstruation was pro- 
fuse, but many opinions of a divergent character had been expressed 
upon that point. However, the menstruation was hardly ever 
normal ; it was disturbed in one way or another. The same applied 
to the converse condition of myxoedema. Menstruation was never 
normal in myxoedema either. That effect was not produced through 
any structural alteration of the uterus; it was produced as the direct 
effect of the alteration of the endocrine secretions. He thought 
they might find that dysmenorrhoea, as well as the amount of blood 
that was lost in menstruation, might in some way or other be 
controlled or influenced by the endocrine function. 

It seemed to him that for these reasons they would have to keep 
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a very open mind about the causation of their cases of intrinsic 
dysmenorrhoea. When they were convinced that they had to deal 
with local conditions which could reasonably be supposed to cause 
pain during menstruation, then obviously it was their duty to try 
to correct these conditions; but his belief was that in many cases 
they would be unable to put their finger upon any such abnormality, 
and then they were driven to some other line of treatment than 
surgical treatment. 

He had not very much to say about surgical methods, but he 
should like to say this about the operation of anterior hysterotomy. 
He was very much attracted by the idea of the operation when 
Professor Blair Bell first described it; it seemed to him a very 
reasonable way of straightening, more or less, the uterine axis. 
He had done the operation in some 12 cases, and it was the most 
difficult operation he had ever tackled, and he had got into more 
trouble over that little operation than over any vaginal operation. 
His belief was that one of the reasons why Dr. Blair Bell was so 
fond of it was that it presented those technical difficulties which he 
loved. He (Dr. Eden) would not have minded that—because one 
could learn to do this operation in time——if his results had been 
better. But his results had been bad; he did not think he had done 
any better with anterior hysterotomy than with ordinary dilatation. 

He was sorry so little had been said about the medical treatment 
of these cases of dysmenorrhoea. Mr. Christopher Martin very 
rightly drew attention to the importance of prevention, the possi- 
bility of the prevention of dysmenorrhoea by the proper training 
of girls. Whether Mr. Christopher Martin was right about the 
corsets he did not know, but he did think that better attention 
to the physical development of girls might have a valuable and 
very important influence upon the incidence of this trouble. He 
had always thought that one of the most useful lines of social 
medical research would be if a combined effort could be made, 
by inquiry on a large scale among school girls, and girls in 
institutions of various kinds, if an extensive co-ordinated inquiry 
could be made with a view of determining whether habits, or 
training or the amount of work done, or the amount of games 
played, had any influence at all on the amount of pain which 
menstruation brought with it when the menstrual function became 
established. It would be a line of inquiry which had never yet been 
followed, but he thought it might conceivably yield very important 
results because it would open out a field which was not touched 
by the local conditions on which their attention had been concen- 
trated so much. 

Their duty, of course, was to relieve their patients as far as they 
could, quite independently of their view about the causation of the 
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trouble, and he did think that a great deal of improvement could 
often be obtained in these cases by attention to simple hygienic 
rules of life, such as baths, and the treatment of constipation, and 
what girls were allowed to do during the time of their periods, 
when they first came on. He thought a good deal could be done 
in that way. Women who habitually suffered from pain at their 
periods would get through much more easily if they were prepared 
for that period by quite simple hygienic methods. 

In addition to those simple hygienic methods the most helpful 
medical treatment that he knew of at the present time was the 
treatment by atropine which, he thought, came originally from 
America. Atropine was given in doses of a hundredth part of a 
grain three times a day, twice or three times before the menstrual 
period was due, and continued during the menstrual period until 
the worst of the pain was over. He learned as a student from 
the late Professor Simpson that one of the most useful prescriptions 
for spasmodic dysmenorrhoea was a mixture containing spirits of 
nitre and tincture of belladonna. When the atropine treatment 
came up in recent years he remembered this. He remembered that 
years ago—he was afraid it had been forgotten recently—many 
cases were greatly relieved by some simple measure like that. The 
effect of atropine upon the nonstriped muscle was, of course, very 
marked. It regularized and increased the functional activity of all 
the nonstriped muscles of the body, and the uterus apparently along 
with it, and either by regulating the inter-polar action of the uterus 
or in some other way. ‘The reports of it were so good that it might 
well be tried on a large scale. He did not suggest for a moment 
that it was to take the place of surgical treatment of obvious local 
conditions. Clearly those must be dealt with, first of all. But in 
the 50 per cent. of the cases where they failed to cure by surgical 
methods, and in the cases in which they could find nothing to 
operate upon, he thought they ought to try atropine, 

Dr. FarRBAIRN said he must apologize for being one of the 
culprits who had not sent in statistics. He was frightened by the 
questionnaire. Being rather slow in the uptake he did not quite 
appreciate what “ intrinsic dysmenorrhoea’’ meant, even in the 
opening paper its precise significance was not made clear. Dr. 
Blair Bell said that it was dysmenorrhoea due to disturbance of the 
function and structure of the uterus. He could understand per- 
fectly if ‘‘ intrinsic’? meant disturbance of the menstrual function, 
but when Dr. Blair Bell proceeded to bring in the structure of the 
uterus as well, he was baffled ; what he proposed to discuss was the 
ordinary common or garden type of dysmenorrhoea, which they all 
met with so often, in which there was disturbance of the menstrual 
function, the woman being otherwise perfectly healthy. 
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The feature which struck him in this discussion was that, until 
Dr. Eden came forward, every speaker concentrated on local pelvic 
conditions and never got beyond them. They seemed to him to 
be taking much too narrow a view of the subject; Dr. Eden’s 
remarks represented much more his idea of the way in which the 
subject ought to be considered than those of previous speakers. 

A physiological function was under consideration, yet the reader 
of the paper began by producing statistics to show that in 65 per 
cent. of cases that physiological function was abnormal and a cause 
of disability, owing to cochleation of the uterus and pin-hole os, 
and many other little peculiarities. In the human uterus there was 
surely enough variation from the mean to make it extremely 
difficult, if one was not specially skilled, to know when the degree 
of cochleation or pin-holeyness began to be abnormal. All uteri 
were not made exactly to pattern; Nature had a way of making 
some of them more bent or narrower than others, and personally he 
considered that these trifling variations on which the reader of the 
paper laid so much stress, were not abnormalities. 

The question of bias in observation was also a difficulty, 
although Dr. Blair Bell rightly said that the observer set out with 
honesty of purpose. But honesty of purpose, unfortunately, did 
not always mean accuracy of observation, as might be seen in the 
observations of some of the women doctors who had investigated 
the incidence of dysmenorrhoea. For instance in the article on 
menstrual disturbances in relation to the industrial efficiency of 
women in the ‘ Encyclopedia of Midwifery and Diseases of 
Women,”’ which he had edited, Dr. Chisholm showed some mental 
bias as she was evidently anxious to prove that menstruation did 
not incapacitate women going into professional and other work. 
She was perfectly honest but it seemed as if, at the back of her 
mind, there was this idea, which must have tinctured her views 
when the patient’s disability could only be estimated by her own 
story. 

He would like particularly to turn the meeting away from 
concentration on these local trifles and think of the general meta- 
bolic disturbance to which Dr. Eden had called attention and to 
the psychological aspect. These menstrual disturbances varied in 
the time at which they began and in degree from one month to 
another, The common history was that the girl did not trouble 
about them, but when she became older and the responsibilities of 
life weighed more upon her, when she had reached the age of 19 
or 20, or more, and some years after the menstrual function had 
been established, then she sought medical advice. The condition 
was often acquired as the result of strain or stress. A girl who had 
been leading a healthy life in the country came to live a less 
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hygienic life in the town, and then, perhaps, after working for an 
examination or something of the sort, or after an illness, developed 
dysmenorrhcea. 

It was often associated—although very little stress had been 
laid on this point -with general nervous disturbance. He had 
seen, and all of them must have seen, cases in which there was a 
typical migraine attack with each period,—sickness, headache, with 
the desire for seclusion in a dark room, as these troubles were 
aggravated by noises and bright light. 

Another point was the effect of social conditions. First of all, 
there was the entire interference with what nature meant to happen. 
He took it that after the menstrual function came the reproductive 
function. But one of the effects of civilization and social conditions 
was that reproduction did not follow until a long time afterwards, 
and sometimes not at all. That must have a marked psychological 
effect on the woman, and so also suggestion. Women talked of 
menstruation as being ‘unwell’ or ‘ poorly,’ and every one of us 
knew well the mother who took two days in bed each month, and 
the daughter who had followed her example. The modern girl 
paid little attention to what her parents did and rather led them 
than followed them, and so might escape this maternal suggestion ; 
but still the tendency was for the daughter to copy the mother. 
He thought Dr. Christopher Martin made a very important point 
regarding the prevention of dysmenorrhoea by saying that girls 
ought to be brought up on the same lines as boys. 

He had discussed with the Sister at his own hospital who had 
charge of the nurses, the question of dysmenorrhoea among the 
nurses. She told him that many of them, when they first came, 
were anxious to continue ways they had acquired at home-——-to have 
time off, to have a rest from their duties, and so on, at the menstrual 
period ; but they were told they must learn to carry on. She said 
very few of them had to give up their work, and most of them 
acquired the habit of carrying on quite independently of any 
discomfort and trouble they -had during menstruation. 

Statistics of healthy women with disturbance of a physiological 
function were required to show its incidence in different classes 
and in various occupations. In Scotland there was a most excellent 
opportunity, because so many of the women did outdoor work in 
the fields, much more so than in England. It would be most 
valuable if the proportion of these women, doing healthy outdoor 
work under the best possible conditions, affected could be discovered 
and compared with women in other occupations, especially the 
indoor worker, the factory hand, the servant, the clerk. 

There was a reference to the psychological factor in Head’s 
Croonian Lecture on ‘“ Release of Function in the Nervous 
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System ’”’ (Proc. Roy. Soc., B., 1921, vol. 92). He did not know 
whether anyone present had tried to read that lecture; it was 
written in neurological language, a difficult one for the mere 
gynzcologist to understand, and he did not know that he had 
really graspd the full meaning of it. Head quotes the diffusion of 
painful sensations due to a diminished central resistence as a 
characteristic of menstruation. He says :— 


The general bodily state associated with menstruation forms 
one of the most potent causes of diminished automatic control. 
This physiological act may be accompanied by referred pain, 
confined strictly to those segments which stand in direct relation 
with the pelvic organs; or the morbid sensations may occupy the 
whole of the body and lower extremities below the level of the 
umbilicus, with or without the cervical areas and occipital region 
of the scalp. Finally, the head, trunk and even the limbs may 
become painful and tender in parts that have no direct relation to 
stimuli within the pelvic organs. The extent to which such 
widespread generalization occurs depends more on the tempera- 
mental conditions of the patient than on the intensity of the 
painful irritation.” 


Another point was the way in which the abolition of pain, 
brought about by the use of analgesics and anesthetics, was now 
so universal as to be almost looked upon as the right of everyone 
suffering pain; undoubtedly this expectation of relief must have 
diminished the power of bearing pain throughout the whole com- 
munity. 

He did not want to take up too much time on the psychological 
side, but he would like to divide the medical attitude towards a 
disturbed function, like dysmenorrhoea, into two extremes; those 
who always found kinks and twists and other mechanical deviations 
to explain it and cured it by operating on what they found, and 
those who referred the same disordered function to a repressed 
instinct, usually sexual or reproductive, and treated it by psycho- 
analysis or something of that sort. In between these extremists 
came the ordinary folk, swinging to one side or the other as their 
fancy took them. The reader of the paper he should put on the 
“‘ kinkological ’’ side; he would put himself a little to the psycho- 
logical side, especially as regards treatment, and would lay great 
stress upon prevention by the better upbringing of girls, and look 
forward to much more being done in that way. 

With regard to operative treatment his own experience he did 
not think had been quite as good as the Scottish statistics. He 
performed dilatation, or rather divulsion, because he had always 
gone to the length of stretching the cervix until it began to split. 
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The dilators were gripped tightly at first, but as one went on it was 
found a stage was reached when they went in much more easily 
because the cervix had given. By so doing the canal was per- 
manently dilated. It had much the same effect as anterior hys- 
terotomy. Dr. Blair Bell said he had had patients who had been 
dilated two or three times without success and had been cured by 
hysterotomy. Well he also had had patients whom he had dilated 
with entire success after having been previously dilated without 
success. The result depended upon the psychology of the operator 
as well as the operatee. He assured the patient that he had done it 
thoroughly, insisted that they would be perfectly right. and it 
sometimes came off. He was sure that if he had done anterior 
hysterotomy and said the same thing to them he would have had 
a like result. The trouble was that when the patients got out of 
one’s psychological influence one was not quite sure that the cure 
would continue. 

He could not believe that pregnancy had no influence; so many 
women had volunteered the benefit; they would say that they 
suffered from menstrual pain until their family came. One speaker 
said that married life made a difference, even if it did not result in 
the birth of a child; if so, surely that must be a psychological effect. 
In fact he would offer a new explanation as to the cause of menstrual 
pain. Disturbed polarity of the uterus, spasmodic uterine contrac- 
tion, cochleate uteri and pin-hole osses, and many other things, 
had been offered in explanation! He offered a new one, as good 
and scientific as the others. When one dilated the uterus success- 
fully, it was deluded into thinking that it had had a child, was 
satisfied and ceased to worry. 

Dr. FitzG1ppon said he came over to Edinburgh with very 
hazy ideas of dysmenorrhoea. He looked upon it as a complex 
condition in which the cause of pain could not be definitely settled. 
He divided his cases into what he described as primary dysmenor- 
rhoea,—that was very much what was referred to as intrinsic 
dysmenorrhoea in the questionnaire. He looked upon it as 
dysmenorrhoea occurring in early life, generally starting shortly 
after the onset of menstruation. In his experience the age of onset 
had not been such as shown in Dr. Blair Bell’s tables. The 
dysmenorrhcea started at probably 18 to 20 years of age, and 
accentuated as it went on. A large number of patients had well- 
developed uteri, but the uterus might be acutely anteflexed, it 
might be undersized, or it might be narrow. ‘The last, he thought, 
was what was classed as cochleate,—a long uterus, very narrow 
laterally. Besides those cases there were a large number in which 
pain was associated with the menstruation, which started in early 
life and was really due to extra-uterine conditions which were 
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developed during early life. They met that also in pelvic adhesions 
and cases of retroversion, but there was a different type of pain 
from that associated with undeveloped uteri, narrow uteri and ante- 
flexed uteri. In those the dysmenorrhoea tended to increase with 
age, it came on before the actual flow, it lasted for two or three 
hours before the actual flow showed externally, and then ceased. 
These he put down as due to spasmodic action of the uterine 
muscles trying to overcome an obstruction at the internal os. Many 
of these cases might be put down as vocational ill-health. They 
were met with more often in the winter months and the early 
springtime when women had got run down. An enormous number 
of them were amenable to general medical treatment other than 
surgical treatment. 

In estimating the degree of pain to classify as dysmenorrhoea, 
he considered to what extent it interfered with patients in their 
vocations. What he meant by that was, that a girl employed in an 
office had to give up during her office hours or was unable to 
attend because she had the preliminary symptoms of menstruation, 
accompanied possibly by vomiting, which interfered actually with 
her vocation. The same thing applied to the leisured classes, if 
the onset of menstruation was accompanied by disturbance 
sufficient to upset previous engagements, or prevent them being 
made. That was menstrual pain amounting to a degree which 
interfered with the patient’s vocation. If they limited themselves 
to the cases in which the menstrual pain was of a degree to interfere 
with the vocation of the patient they would have a very small 
number of cases compared with what Dr. Blair Bell had produced 
statistics of. If, however, they took the patient who suffered 
discomfort at the time of menstruation, but at the same time it did 
not interfere with the usual vocation, there were a very large 
number. 

When the general health of the patient was improved the 
dysmenorrhoea frequently was diminished. He thought that 
possibly came of balancing up the endocrine ratio in the patient. 
He thought general health had a very great influence upon 
dysmenorrheea. 

Another point which he thought had not been mentioned up 
to the present was the question of sexual life. It was not normal 
for women to start child-bearing as they did at present at the 
average age of 25 or 26. In many cases dysmenorrhoea began not 
immediately at the time of starting menstruation but some years 
after, and he thought the delay of the function of child-bearing 
possibly was an element in the psychological cause of dysmenor- 
rhoea. 


There were a large number of extrauterine causes of dysmenor- 
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rhoea and he thought they ought to be excluded altogether from 
the consideration of intrinsic dysmenorrhoea. Conditions due to 
pelvic disease, pelvic adhesions, retroversion of the uterus, and 
conditions of the ovary, had no bearing at all upon the subject. 
They were definite pathological conditions frequently acquired 
after perfectly normal development of the uterine function, and 
could be cured by treating the abnormal state. 

In what he called functional or primary dysmenorrhcea he did 
not get proper statistics, but he went into the figures to a certain 
extent, and he found that there were cures in 60 or 70 per cent. of 
cases. When associated with sterility in married women he found 
that the cures of sterility amounted to 50 per cent. of those cases. 
The others had definitely undeveloped uteri, or congenital malfor- 
mation of the uterus, which prevented pregnancy even when the 
dysmenorrhcea was relieved and there still remained a certain 
degree of functional disability of the uterus during menstruation, 

With regard to the different treatments of dysmenorrhoea, he 
used to do Dudley’s operation but gave that up because he found 
healing of the cervix uncertain. Then he took to splitting up the 
cervix. When he first did the operation he got bad results, as he 
did not go high enough. When he recognized that this was the 
essential in all the operations he adopted dilatation as his line of 
treatment for dysmenorrhoea. He now dilated to one or two milli- 
metres beyond the point of rupture of the internal os. As had been 
pointed out by previous speakers the majority of uteri would stand 
dilatation up to about a No. 10 sound without rupture of the internal 
os, but when they got beyond the No. 10 rupture occurred ; a very 
small percentage would actually rupture at 10. His own personal 
experience was that a very large number of the cases which had 
been dilated up to 10 were relieved of dysmenorrhoea for a short 
time, and then dysmenorrhoea occurred a few months afterwards. 
Those were cases in which dilatation had not been carried up to 
rupture. If they continued up to No. 15-—-which was 1.5 centi- 
metres in diameter—actual rupture of the circular fibres of the 
internal os would occur in the vast majority of cases. He did not 
see how it could affect the longitudinal fibres but it did amount to 
rupture of the circular fibres of the internal os, and the majority of 
those cases would be benefited by dilatation without curettage. As 
far as curettage went if a patient had evidence of endometrial 
trouble accompanied by dysmenorrhea, then he thought the treat- 
ment of curettage ought to be applied to the endometrial condition, 
but with regard to the real functional condition of dysmenorrhcea, 
which came in the form of pain with menstruation, the patient being 
at other times in sound health, he did not think those patients 
required curettage. It should not be part of the treatment. 
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What he taught now as to the treatment of dysmenorrhcea was 
to dilate the cervix beyond the point where resistance to dilatation | 
diminished. So long as there- was increasing resistance to the 
dilators he carried on, and when dilatation became easier he con- 
tinued with one or two larger-sized dilators. He found then the 
internal os was actually ruptured. The point of rupture usually 
came somewhere between Nos, to and 14, that is, between 1 and 1.4 
centimetres of dilatation. He always advised carrying on to 
2 millimetres, further than that, in order to extend the dilatation to 
a point beyond the actual primary rupture. If that point was 
reached in dilatation it produced the same results as any of the 
other operations. As to Dr. Blair Bell’s operation of anterior 
hysterotomy he could not see any object in it, and it was a hope- 
lessly difficult operation. The posterior division was a very difficult 
operation on account of the narrow space in which one had to work, 
and exactly the same thing applied to this anterior hysterotomy. 
It was a multiplication of difficulties and only produced the effect 
which would be produced by the process of dilatation to the point 
of rupture of the internal os. 

Another point in Dr. Blair Bell’s paper was the question of the 
effect of pregnancy on dysmenorrhoea. He thought that altogether 
depended on the type of dysmenorrhoea which was dealt with. If 
every patient was asked whether she had pain before menstruation 
he thought the vast majority would reply that they had a certain 
amount of discomfort. If they took the patients who had definite 
spasmodic pain, the true intrinsic dysmenorrhoea, he thought they 
were all cured by advanced pregnancy, but the dysmenorrhoea 
might be replaced by secondary pelvic conditions developing post- 
partum, such as retroversion. 

He had come to the Congress to learn, to hear what other 
people said. It was a subject that needed more definite demarcation 
as to what they were talking of when they referred to dysmenor- 
rhoea. Some cases were purely uterine, others were pelvic, and 
others were due to general constitutional conditions. 

With regard to dysmenorrhcea in unmarried women, one met 
very many cases in dispensary practice. He could fill up every 
bed in his hospital with cases of that type if he allowed them to 
come in, and he made an absolute bar against admitting into the 
hospital any unmarried woman with dysmenorrhoea until that 
patient had been tried with tonic treatment and regulation of 
general health; large numbers responded to this. If the patient 
had dysmenorrhoea to a degree which interfered with her vocation 
in life, whatever that vocation might be, and she was not relieved 
by tonic treatment, she was then taken in. A large number of these 
patients had definite pelvic conditions, such as retroversion or pelvic 
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adhesions, the origin of which could not be placed from the primary 
history, quite a large number were tubercular in origin, such 
conditions were dealt with, while the cases without extra-uterine 
causes of pain were treated by dilatation of the cervix to the degree 
of rupture af the internal os, and he thought that did effect a 
cure in the vast majority of cases. 

Professor B. P. Watson said the first difficulty they laboured 
under was that they needed a proper definition of dysmenorrhoea. 
What amount of pain, what amount of discomfort, must a woman 
have to bear before she could be said to have dysmenorrhoea? The 
first thing in Dr. Blair Bell’s statistics that struck him was that 
the average age of the patients who came to him for consultation 
for dysmenorrhoea was 33 years. 

Professor BLAIR BELL said the statistics in question had been 
misunderstood. 

Professor Watson: I take it this 33 means that that is the 
average age of the patients who consult you ? 

Professor BLaiR BELL: Not necessarily for dysmenorrhoea. 

Professor Watson said in very many of those cases the 
dysmenorrhcea must have been a very minor symptom. That was 
one of the great difficulties they had to contend with in this 
discussion. What amount of pain constituted dysmenorrhcea ? 
He could not believe that a woman had suffered from really severe 
dysmenorrhoea until she was 30 without consulting someone about 
it, or seeking some relief. So that the statistics from that point 
of view were, to his mind, somewhat fallacious. What most of 
them regarded as real dysmenorrhoea was the very severe pain 
which these women experienced, some immediately before menstrua- 
tion, some very soon after menstruation began. In regard to that 
type of case he was in cordial agreement with what Dr. Eden and 
Dr. Fairbairn had said about the improvement of the general 
conditions of the patient. He did not think they should even 
proceed to a pelvic examination of such patients without enquiring 
into the general hygienic conditions and putting right anything 
that was found wrong in that respect. In a great many of these 
cases there was also a general vaso-motor disturbance, a general 
‘want of vaso-motor control. Many of these patients suffered from 
cold hands, cold feet and want of proper response on the part of the 
vaso-motor system. He thought this matter of vaso-motor control 
was a very important factor in the causation of pain during the 
menstrual period, as well as before and after it. That pain was 
usually of the heavy dragging constant character. It was not of 
the cramping variety which was due to some disturbance in the 
muscular action of the uterus itself. Those were all matters which 
should be attended to before any surgical procedure was thought of 
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at all. In the production of those conditions he thought the endo- 
crine glands played a most important part. He hoped there would 
come a time when they could differentiate the disturbances due to 
these various glands, and have endocrine treatment put on a more 
stable basis than it was at present, 

When they came to the actual causes of severe dysmenorrhoea 
he thought it must be at once admitted that the pain was muscular, 
Excluding the general causes, excluding the vaso-motor causes, the 
pain which these patients suffered from was a muscular pain, which, 
to his mind, must arise in one of two ways. It might arise, first of 
all, from an irregular and disordered contraction of the muscles of 
the body of the uterus itself, secondly, it might arise from a 
spasmodic contraction of the circular fibres of the internal os, In 
labour, when the body of the uterus contracted, there ought to be 
a simultaneous relaxation of the fibres round the internal os. If 
that relaxation did not occur one had got to deal with the kind of 
case in which one used morphia, which diminished labour pains 
but accelerated the progress of labour by relaxing this spasm and 
establishing the polarity of the uterus. He believed in a great 
many of these cases of dysmenorrhcea there was a similar lack of 
polarity, that the body of the uterus contracted, and the circular 
fibres of the internal os simultaneously contracted instead of 
relaxing. They knew, of course, that such relaxation ought to 
occur at the menstrual period, as shown by the uterine polypus 
which became palpable or even visible at menstruation, but was 
absolutely inaccessible in the menstrual intervals. This want of 
polarity might also account for the sterility in certain of these cases. 
It was said that during orgasm there was opening up of the internal 
os. If that did not occur it might be one of the contributing causes 
to sterility in those cases. 

They got cures, or very marked amelioration in dysmenorrhoea, 
as the result of the various operations which had been described— 
simple dilatation carried to the point of divulsion of the cervix, 
anterior hysterotomy, the Dudley operation (when carried to the 
proper degree). All these operations, when they gave results in 
the cure of dysmenorrhoea, did so by putting out of action those 
circular fibres round the internal os; that did away with the spasm 
which accounted for the continuous pain which the patient had. 
Irregular uterine contraction accounts for the extra severe spasms 
which she has from time to time during the period. He thought 
his explanation would account for the number of cures and the 
number of failures in those cases. When they got a successful 
operation he thought it was because the circular fibres had been 
split, had been thrown out of action, and no longer went into 
spasm, and for that reason he was not content with an ordinary 
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dilatation of the cervix in those cases but supplemented it, either 
by the use of a stem afterwards, the stem being kept in for four or 
five days, using a glass stem, or, according to the method he first 
heard described by Cleland, in which after thorough dilatation and 
splitting of the cervix, the cervix and the internal os were thoroughly 
packed with gauze and the gauze left in for four or five days. In 
these ways the os was kept open, contraction and cicatrisation 
were prevented, and there was greater likelihood of the muscle 
remaining permanently out of action. The cases which did not 
respond to this treatment they must regard, he thought, as due to 
irregular or disordered contraction of the uterine muscle itself, and 
there seemed to be no doubt that this disordered contraction of the 
uterine muscle was essentially due to want of development, to mal- 
development or under-development, that the muscle bundles were 
irregularly arranged and that there was an excess of fibrous tissue, 
and the result was that what ought to be an ordinary even contrac- 
tion became a colic. Now those cases would not be cured by 
divulsion of the cervix. They would be helped very considerably 
by any means which helped to develop the uterus, and therefore in 
that case it was most important to treat the patient generally before 
the operation—give her thyroid extract, or Ovarian substance, or 
whatever might be wanted, and to carry on the treatment for some 
time following the operation. He thought if they paid more 
attention to the after treatment of those patients, when they found 
the patient was apparently underdeveloped, they would probably 
get better results. 

Of course there were many other points that one might mention, 
for instance, the treatment with atropine. He had used that very 
considerably and had got quite good results from it. The atropine, 
he thought, acted essentially on the muscle of the uterus; it was a 
substance which controlled the action of non-striped muscle, and 
the rationale of its use was to be found in the explanation he had 
attempted to give. 

The discussion had been a most interesting one, and he was sure 
they were all greatly indebted to Dr. Blair Bell for the very 
thorough manner in which he opened it. 

Dr. BETHEL SoLomons said at that late hour he was going to 
try to deal with only a few points which occurred to him, and which 
had not been dealt with already. 

First of all, nothing had been said with regard to how they 
were going to make girls lead a more healthy life. It seemed to 
him a wise move—a move which should come from medical men— 
would be to encourage a system of education where boys and girls 


were brought up together and the girls led a healthy outdoor life 
and went in for the sports of boys, 


256 Journal of Obstetrics and Gynecology 


The classification into intrinsic dysmenorrhoea and extrinsic 
dysmenorrhoea was simply done to make the whole subject harder. 
It might be old-fashioned, but he could see nothing whatever 
against dividing the cases into constitutional and local causes. 

One of Professor Blair Bell’s tables gave percentages of people 
with dysmenorrhoea. It was extraordinarily difficult to get the 
exact type of dysmenorrhoea, taking into account the fact that 
many of the patients must be young girls, in whom it was 
impossible to make a definite diagnosis. 

Operations on the cervix might cure the dysmenorrheea; it 
did not follow that they did not do harm to the patient afterwards 
in another way. He was surprised to hear that people were still 
doing the operation of posterior division of the cervix. Dilatation 
of the cervix alone cured very many cases, and, despite the doing 
of the posterior division, the patient might be cured. But from 
what he had seen of the patients upon whom the operation of the 
posterior division had been done one generally saw a scar with 
discharge pouring from it, and it often meant sterility. He knew 
the answer that would be given to that remark; it should be done 
properly and then there would be no scar. But the difficulty was 
that so many people did this operation, thinking it was simple, and 
many did it extremely badly. They used catgut, there was a great 
strain on the catgut, and the discharging sore was left as the result. 

Coming from the South of Ireland, he was glad to shake hands 
with Dr. Johnstone from the North, and congratulate him on the 
fact that he had given up this operation. 

With regard to metal dilators and tents, here again he was in 
cordial agreement with Dr. Johnstone. In cases that had not been 
relieved by dilators he had,seen numerous cures brought about by 
the use of tents, and it seemed to him that if tents were inserted in 
a sterile manner they cured, 

It had been said by several speakers that it was not necessary 
to operate for a retroverted uterus. If that was the experience of 
those speakers it was very different from his own experience. He 
had seen many cases—he was dealing now with local causes— 
in which young women had had the cervix dilated alone when retro- 
version was present and failure resulted, but in which an operation 
to cure the retroversion had been followed by absolute cure of the 
dysmenorrhoea. He did not say that all cases of retroversion should 
be operated upon, but he did think when one examined a girl under 
an anesthetic who was suffering from dysmenorrhoea and found 
that she had got a retroversion of the uterus, not only should the 
cervix be dilated but the uterus should be put into the proper 
position. 

Another point that had not been dealt with, or at least not dealt 
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with much, was how dilatation of the cervix cured dysmenorrhea. 
A suggestion was thrown out in a paper written by Dr. Tweedy 
some years ago that the so-called ligaments which were inserted 
into the cervix were tendons. It was quite a possible explanation 
that dilatation of the cervix cured by relaxing the strain on these 
tendons. Many things had been advanced that day with regard 
to the cure of dysmenorrhoea. Frankel, who had done a great deal 
of good work on this subject, said definitely, upon the basis of the 
work they had done in Vienna, that there was only one cure for 
membranous dysmenorrheea, and that was a physiological cure. 

Dr. HaiG FERGUSON believed that practically all cases of severe 
primary dysmenorrhoea not relieved by general treatment and by 
antispasmodics were associated with undeveloped uteri (uterus 
pubescens) generally combined with acute flexions—the so-called 
cochleate or ‘‘horse-shoe’’ uterus. The longer the condition 
lasted the more unlikely was it to be cured. Therefore, in order to 
get results early treatment was desirable. Dr. Eden had spoken 
about the action of atropine in controlling spasmodic pain. His 
own experience was very much the same as Dr. Eden’s, and he 
had had good results in certain cases both with atropine and 
hyoscine. If such remedies failed to control the pain then it would 
be necessary to make a local examination of the patient. One of 
course naturally forebore to subject a young girl to a local 
examination, but when a fair trial had been given to general treat- 
ment with no benefit there was no alternative. Prof. Blair Bell, 
in his tables, had pointed out that the average age of private 
patients who consulted him for dysmenorrhoea was 33, and of 
hospital patients 30 and six months. In Dr. Haig Ferguson’s experi- 
ence the patients came, or were brought by their mothers, at about 
the age of 19 or 20. He found that marriage generally aggravated 
the condition unless pregnancy resulted, but unfortunately sterility 
was the rule in such cases. One naturally wondered if it would 
not be possible to prevent this condition of underdevelopment of 
the uterus. He was inclined to think that it could in some cases 
be prevented by careful attention to girls at puberty. They should 
not be pressed too hard at that time either mentally or physically. 
Women were not well fitted for continuous work. They needed 
intervals for rest and recuperation, and this was of the greatest 
importance during the developmental period of their lives. He 
had not found that ovarian extract alone was particularly helpful 
during the developmental stage, but he found that in combination 
with thyroid extract it appeared to be useful in promoting uterine 
development and possibly ovarian development as well. It must 
also be remembered, as Dr. Chalmers Watson had shown, that a 
protein diet seemed to stimulate thyroid activity, which was 
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particularly worth remembering during the developmental stage of 
a girl’s life. 

As to treatment, in his experience, thorough dilatation of the 
internal os was generally followed by very good results in the way 
of greatly relieving, if not curing, the patient. The main point, in 
his view, was the full dilatation of the internal os. This could 
not possibly be accomplished if there was a small and undeveloped 
cervix without very severe laceration of the cervix. To avoid this 
laceration he strongly believed in splitting the cervix in certain 
cases as an aid to the full dilatation of the internal os, not that the 
splitting of the cervix was of any value in itself, but that it enabled 
thorough dilatation of the internal os to be accomplished without 
injury. The cervix was afterwards repaired by a modified Dudley’s 
operation so as to avoid leaving a raw surface. He was in the 
habit of dilating the cervix up to No. 10 or 12 Hegar, and at the 
same time stretching the uterine cavity with a Sims’ three-bladed 
dilator, avoiding the use of the screw and dilating entirely by 
hand pressure. In this way he thought he was able to avoid actual 
tearing of the internal os. He generally curetted at the same time, 
as the uterine mucosa was usually very much thickened in these 
cases. He believed that in many of the cases of dilatation when 
no good results had followed the stretching had been imperfectly 
done. In some cases he believed that the internal os had never 
been reached at all. Dr. Johnstone had referred to the use of stem 
pessaries, and quoted Sir Halliday Croom, who used them 
frequently with advantage. Sir Halliday Croom, however, used 
stem pessaries somewhat differently from the method which was 
now advocated. He kept the patient absolutely in bed during the 
time the pessary was in situ and regarded the introduction of a stem 
pessary very much as a major operation—quite different from the 
modern method of keeping in the stem pessary for six or seven 
weeks and allowing the patient to go about all the time. 

He desired to express, along with the other speakers, his admira- 
tion for Professor Blair Bell’s excellent paper, which he felt sure 
would be a very valuable addition to the literature of the subject. 

The CuairMan (Dr. LaMOND LACKIE) said he was not to attempt 
to sum up the discussion very fully because he thought that Prof. 
Blair Bell would probably do it very thoroughly. They all agreed 
that they had had a most interesting discussion. What struck him 
was the enormous divergence of opinion with regard to the subject. 
That, however, was only natural because, after all, there would be 
no necessity for discussion if they were all agreed upon every point. 

They even disagreed about the frequency of dysmenorrheea, 
some regarding it as very common, while Dr. Eden declared it to 
be almost rare. There was also great difference of opinion with 


pee 
: 


British Congress of Obstetrics and Gynecology 259 


regard to the cause. For example, Prof. Blair Bell and a great 
many others regarded non-development of the uterus as the chief 
cause of dysmenorrhoea: others did not think it so important, but 
he thought most of them would agree with Prof. Blair Bell, who, 
however, did not believe that the contraction of the os and the 
cervical canal had anything to do with the cause of the pain. 
That made one wonder why it was then that dilatation of the canal 
and the internal os so frequently, when it cured at all, cured the 
patient at once. The dilatation of the internal os could not possibly 
affect the development of the uterus at once, yet they knew of 
many cases in which the patient was absolutely cured at once and 
for ever. Some had even doubted that a cure ever resulted. Dr. 
Herbert Spencer was very doubtful whether a complete cure was 
ever effected, but he would like to assure Dr. Spencer, and one or 
two others, that if they had paid attention to the questionnaire and 
sent it to their patients they would have been surprised to find 
out how many grateful letters they received from women who had 
been absolutely cured by this simple operation of dilatation. 

Then several speakers had discussed the preventive treatment of 
dysmenorrheea with, he thought, great advantage. Dr. Christopher 
Martin had referred to the importance of improved hygienic condi- 
tions and of abundant exercise for girls. Dr. Eden also referred 
to it. Dr. Fairbairn referred to the psychological factor in 
dysmenorrhoea and made some important suggestions. Professor 
Watson, Dr. Eden and one or two others had referred to the 
endocrine treatment of this condition, which, of course, there was 
no doubt would become more important as time went on. In the 
meantime it was in an experimental stage. No doubt the day would 
come when they would realize better than they did now the 
influence of these glands upon the function of menstruation. Dr. 
Haig Ferguson drew attention to the importance of treating girls 
at the age of puberty, and to the means of preventing non-develop- 
ment, and he also referred to the importance of treatment by drugs 
in some cases, especially by belladonna. 

As regards the surgical treatment of this condition, he was one 
of those who practically always used a stem pessary. There was 
one point with regard to the operation of dilatation which he 
thought was not referred to; it was extremely important to do the 
operation just about a week or ten days before the period. The 
results were better if it were done just before the period than if it 
were done immediately afterwards. 

When he used the stem pessary, if the patient complained of 
any pain at all the stem was removed very soon, but if there were 
no pain the stem was left in the uterus during the period, and 
right on until just before the following period. He was perfectly 
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certain that the results in cures and relief of dysmenorrhoea were 
very much better when he used the pessary than when merely 
dilatation and curetting were carried out. 

He was not impressed by Prof. Blair Bell’s operation of anterior 
hysterotomy for the cure of dysmenorrhoea. It struck him as 
rather a serious and difficult operation to perform in a virgin, and 
he could scarcely think it was necessary in the great majority of 
cases. 

In conclusion, he had a very pleasant duty to perform. No 
words could express their appreciation of Prof. Blair Bell’s contri- 
bution on this occasion, and they were very much indebted to him 
for the enormous amount of work he had done for the Congress 
by producing this most excellent paper as an introduction to their 
discussion. They would read it with great interest by and bye 
when it was published in full. He asked them to give a very 
hearty vote of thanks to Prof. Blair Bell. 

The vote of thanks was passed unanimously. 

The Chairman added that they were also very much indebted to 
Dr. R. W. Johnstone, who had taken a great amount of trouble 
and expended a great deal of time in collating statistics from the 
Edinburgh gynecologists and from some others. He also thanked 
all the speakers for their interesting contributions to the discussion. 


Professor BLAIR BELL, in replying, thanked the chairman and 
those who had spoken for their kind appreciation of his introduc- 
tory remarks. He could never have produced so extensive a 
contribution and so many Statistics in the space of a few weeks 
without the loyal assistance he had received from those working 
with him. 

He did not wish to take up much time in replying, for when his 
paper, which was too long to be read, was published it would be 
found that most of the points raised had been discussed. He 
would, however, remind those who were present that he had in his 
introduction laid special stress on the relativity of pain, and, there- 
fore, on the influence of health, environment, upbringing and the 
rest; yet, in spite of this, he had also emphasized the fact that 
dysmenorrhoea is local pain which is definite in its character, and 
due to some local lesion or disturbance. The lesion or disturbance 
may be secondary to metabolic factors—whether of hormonopoietic 
origin or not—but even so there is some recognizable disorder in 
the genitalia. Further, as pain could not be taken away from the 
body and measured, there never will be a real standard for 
comparison. 

Professor Blair Bell had been much disappointed to learn from 
the remarks made that the surgical treatment employed by most of 
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the speakers were empirical, and not based on the pathology of the 
lesion present. His classification of causal factors was a patho- 
logical one, in contradistinction to the older arrangements, and he 
always endeavoured to discover the lesion and apply to it correct 
surgical principles. This indeed was the burden of his paper. 

A number of cases of infective lesions had been cited but dys- 
menorrhoea produced by such conditions was extrinsic, and did not 
come within the scope of this discussion. 

With regard to Professor Donald’s statement as to the presence 
in many cases of an adenomatous endometrium. Professor Blair 
Bell quite agreed that this was a cause of menorrhagia and intra- 
uterine clotting in fully developed uteri (as shown in table XV), 
and that the proper treatment in these circumstances was curettage. 
ile did not think that an adenomatous endometrium was seen in 
an under-developed uterus. 

A number of speakers had mentioned operations on the vaginal 
cervix, for example those of Pozzi’s and Dudley’s. He had never 
performed these operations for dysmenorrhoea and could not under- 
stand the rationale of such procedures. Moreover, he had given 
up Pozzi’s operation for sterility, and he simply divided the cervix 
posteriorly and sutured together the vaginal lining and the cervical 
mucosa. He certainly had not done Dudley’s operation oftener 
than once or twice, 

Professor Blair Bell was sorry to hear that operators had found 
his operation of anterior hysterotomy so difficult. He, himself, had 
had difficult cases, but in a majority the operation was easily 
performed in a few minutes. Professor Blair Bell referred his critics 
to the remarks in his paper and to table XIII. Anterior hystero- 
tomy was a most valuable procedure; so, even though operators 
had found it difficult there were still those, he hoped, who would 
practise it and perfect their technique in regard to it. 

The expression, ‘‘Intrinsic Dysmenorrhoea,”’ had been adversely 
criticised on two grounds; namely (1) the term had not been under- 
stood; (2) it did not mean what it is supposed to mean. 
Professor Blair Bell regretted the absence of a correct word- 
sense among those who objected to the word as a word. Others, 
he supposed, thought that ‘‘Intrinsic dysmenorrhoea ’’ was different 
from ‘* Dysmenorrhoea due to intrinsic causes.’’ He was sure any 
one well-acquainted with the English language could recall many 
accepted instances of similar expressions and formations. 

In conclusion, Professor Blair Bell said he thought that the 
discussion had been both interesting and valuable. He himself 
had been determined only to submit views and statements to the 
Congress that were founded on ascertained facts and figures; and, 
until these had been put together by others he himself had not been 
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fully aware of the excellent results that had been obtained by the 
methods of treatment that were based on an appreciation of the 
pathological states concerned. He was still far from satisfied and 
had willingly submitted the methods he was practising to criticism. 
Moreover, he was extremely glad his remarks had been the means 
of provoking a prolonged discussion, 


SECOND DAY. 
SPECIMENS AND SHORT COMMUNICATIONS. 


On April 20th the chair was occupied by Dr. HERBERT SPENCER, 
and the sessions, both in the morning and in the afternoon, were 
devoted to the reading of short communications and to the demon- 
stration of specimens, 


Dr. HERBERT SPENCER described two cases of inoperable cancer 
treated by X-rays and radium; see page 197. 


Dr. BetHeL SoLomons and C. described a case of 
primary chorion epithelioma of the Fallopian tube ; see page 162. 


Dr. GILBERT STRACHAN showed a specimen of placental chorion 
angioma, the condition only being discovered on examination of 
the placenta. The tumour was 2} in, in diameter, and was situated 
on the lateral aspect of the placenta protruding on to the amniotic 
surface. The uterine surface was not involved. Microscopically, 
it consisted of large irregular spaces filled with blood, with myxo- 
matous fibrous tissue between. Dr. Strachan believed that local 
congestion and inflammation could not explain the condition and 
that it was a purely neoplastic formation. 


Dr. R. W. JouNnstone showed lantern slides of a similar tumour 
which he described in 1914. It was lobulated, each lobule being 
covered by exuberant chorionic epithelium, and the tissue between 
the lobules was myxomatous, the whole tumour being thus 
composed of chorionic tissue. A kink in a vessel leading to the 
tumour indicated that obstruction in the circulation was a causal 
factor. 


Professor B. P. WATSON read a short communication on the Treat- 
ment of Urinary Incontinence in Parous Women and its Operative 
Treatment. He pointed out that incontinence of urine was often 
associated with cystocele, but also frequently occurred without it. 
It occurred in parous women and was due to a sagging downwards 
of the neck of the bladder from behind the posterior aspect of the 


pubes rather than to weakness of the sphincter, and it was produced 
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by overstretching of the pubo-vesical layer of the pelvic fascia by 
the foetal head during labour. It might be prevented by a timely 
episiotomy. The operation he described was similar to that 
employed by Eden and Lockyer for the radical cure of cystocele, 
except that the first stitch was placed well out and close to the 
posterior aspect of the pubes. The fascia was thus brought together 
over the neck of the bladder. The suture employed was catgut. 
The results showed that out of 48 cases 28 were cured and 16 were 
improved, whilst in four there was no improvement. 

Prof. DonaLD, Mr. Beckwith WuitrHouse, Prof. BLAIR BELL, 
Dr. Epen, Dr. Frerauson, Dr. FirzGippon, Prof. Lowry 
and Dr. Spencer discussed this paper, considerable 
difference of opinion existing as to the nature of the bands seen 
on the deep surface of the lateral flaps. 

Professor BLAIR BELL drew attention to the error of description 
perpetrated by Professor Watson and other speakers. 

The sheet of tissue intervening between the vaginal wall and 
the base of the bladder was not ‘ fascia,’ as described, but involun- 
tary muscle. He had had many sections prepared to demonstrate 
the fact! This involuntary muscle was derived, he thought, from 
the same morphological layer as the external coat of the uterus, and 
corresponded with the uterosacral muscles behind and the muscular 
bundles in the so-called ‘ round ligaments,’ above. It was, however, 
possible to find fibrous tissue in connexion with the muscle 
especially in middle or old age—just as it was possible to find it in 
the uterus itself. Professor Blair Bell could not understand why 
such erroneous statements were made when the matter was capable 
of scientilic proof, 

(A piece of the tissue in question was removed on the following 
day by Professor Watson during an operation for cystocele. 
Sections of it were prepared, and on histological examination these 
were found to consist almost entirely of involuntary muscle.) 

Dr. FirzGippon said that in cases in which operation failed 
examination revealed inflammation at the neck of the bladder. 

Dr. Herbert SpENCER maintained that by the employment of 
proper operative measures all cases could be cured. He used silk 
sutures. All the speakers were in agreement regarding the pre- 
ventive value of episiotomy. 


Dr. FitzGippon read notes on three cases of Contraction ring 
dystocia; see page 208. 

Drs. LOCHRANE, SHANNON, and TTERBERT SPENCER, Mr. WHITE- 
HOUSE and Prof. Lowry discussed this paper. 


1, Bell, W. Blair, “ Principles of Gynecology,” 3rd Edit., London, 1919, p. 49, 
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Dr. SHANNON said that with deep anzsthesia and forceps the 
child often came away, but not always. Craniotomy followed by 
version was then the best treatment. 

Dr. HerBert SPENCER advocated cleidotomy by the 
application of a weight. 

Mr. Wuirenouse thought that it would be difficult to carry out 
cleidotomy and version and did not see how craniotomy could be 
of benefit. 

Prof. Lowry advised the administration of morphine and 
chloroform, no attempt at delivery being made for half an hour ; 
premature interference merely stimulated an alrez idy irritable uterus. 


Dr. F. A. E. Crew read a paper on Developmental Inter- 
sexuality. This paper will be published in a future number of the 
Journal. 

Professor BLAIR BELL congratulated Dr. Crew on his lucid 
exposition of a difficult subject, and said that so far as he himsel/ 
was concerned the paper had been all too short. He wished to 
discuss some of the points mentioned in order to show Dr. Crew 
that clinicians took a deep interest in the scientific side of gyne- 
cology and obstetrics, and studied the intricate problems of which 
he had spoken; but the time allotted to speakers was insufficient 
for him to do justice to the subject. 

In the first place, Prof. Blair Bell had been glad to notice that 
Dr. Crew spoke of sex-differentiation and not of sex-determination. 
The two terms, although unfortunately used indiscriminately and 
synonymously by some, had totally different meanings. Sex- 
differentiation could be studied and to some extent explained ; 
sex-determination, although subject to the Mendelian law, was one 
of those remote problems that could not be appreciated until the 
answer had been given, and then it was too late, 

Prof. Blair Bell had seen a number of tubular partial herma- 
phrodites both in animals and in the human subject, and had 
given an account of the condition in his book ‘* The Sex-Complex.”’ 
He thought that observers must be very careful in making compari- 
sons between the lower creatures—-especially the invertebrates—and. 
man. In the human subject sex-differentiation was more pronounced 
than in the lower animals, partly because the psychological as well 
as the physical elements were concerned. Some invertebrates were 
true hermaphrodites with both structural and physiological qualifi- 
cations, and at different times were capable of performing the 
functions of the male and female respectively. 

He called special attention to the differences between the herma- 
phroditic goat mentioned by Dr. Crew, the ‘free martin’ cow, to 
the nature of which Professor F. R. Lille had directed attention, 
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and the tubular partial hermaphrodite in man. In the goat, with 
undescended testes and external genitals resembling those of the 
female, the secondary characteristics were masculine. The ‘ free- 
martin’ cow was a female twin to a bull-calf. The feminine 
characteristics had been altered during development by the 
hormones of the male twin, which reached the female twin by way 
of a placentai fusion and an anastomosis of the vessels. 

The human tubular partial hermaphrodite was not necessarily a 
twin. In about go per cent. of all cases in the human subject 
the hermaphroditic person possessed undescended testes; the 
external genitals were often of a perfect female type, and all the 
secondary characteristics were feminine. So evident was _ the 
preponderance of feminine characteristics that Prof. Blair Bell 
would not hesitate to go into the witness-box and swear that such 
persons were females, in spite of the masculine gonads. 

A further point of interest in regard to these gonads was the 
hyperplasia of the interstitial cells. In Prof. Blair Bell’s opinion 
these cells could not be responsible, therefore, for the secondary 
characteristics, which were feminine in spite of the association 
with gonads almost entirely composed of interstitial cells. He 
thought this point had been overlooked by Keith and others. 

In conclusion, Prof. Blair Bell hoped that this extremely 
interesting paper would be published in full in the Transactions 
of the Congress. 


Dr. Herspert Spencer showed a specimen of congenital 
defgrmity of the posterior lip of the cervix in a virgin aged 52; 
see page 202. 

Dr. Hersert Spencer then demonstrated Dr. Butterfield’s 
photo-micrographic attachment to an ordinary camera for taking 
photographs of microscopic slides without the use of a microscope. 
Magnification up to 35 diameters could be obtained. 


Dr. HaiG FERGUSON showed the following specimens :— 

(1) A uterus fifteen days after Czesarean section from an 
eclamptic patient who had died from cerebral hemorrhage. The 
scar was invisible both to the naked eye and to microscopic 
examination. 

(2) An adenomyoma of the posterior vaginal wall simulating 
epithelioma. 

(3) A large subperitoneal fibroid with severe intraperitoneal 
hamorrhage from a ruptured vein on the surface. 

(4) An adenocarcinoma of the cervix in a nullipara. 

(5) Utero-vesical fistula plugged by the cervix ; a vesico-vaginal 
fistula had formed during delivery of her sixth child and after 
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several unsuccessful attempts to close the opening a surgeon 
plugged it with the uterus, The patient menstruated through the 
bladder, and by careful hygiene, washing out the bladder twice 
daily, etc., she had comfort for two years. Calculous deposits then 

began to form within the bladder, on the lips of the cervix, and on 
clots of menstrual blood. Every six months these had to be 
removed. The calculi produced ulceration of the bladder with the 
formation of several small vesico- and urethro-vaginal fistulze. 
The patient died nine years after operation from ascending infection 
of the kidneys and Fallopian tubes. 

Dr. Herpert SPENCER expressed the view that silver wire 
constituted the best suture material in cases of vesico-vaginal fistulze, 
and that by the use of silver wire sutures every case could be cured, 

Professor BLAIR BELL regretted the remarks of Dr. Spencer 
He did not think it right to allow such observations to pass 
unnoticed, lest it be thought that all those present practised the 
same methods. He considered the use of silk and silver-wire as 
suture-material retrograde surgery, more especially when used to 
the complete exclusion of catgut. He thought Dr. Spencer’s 
observations on tetanus, and on the impossibility of sterilization of 

catgut when heated in liquid paraffin at high temperature (320°F.) 
for protracted periods, absurd. Prof. Blair Bell was ready to 
confess that in common with every surgeon honest enough to say 
so, he had failed (at the first attempt) to close a few difficult cervico- 
vesical fistulae, which he had subsequently cured by the abdominal 
route, a method of approach well-recognized and practised by 
modern operators, 


Prof. B. P. Watson showed a uterus with a perfectly healed 
scar after Caesarean section which had been performed three years 
ago. Owing to a febrile convalescence, and fearing the condition 
of the scar, a second Cesarean operation was decided upon, 
although there was no pelvic contraction. The scar had healed 
perfectly, and no trace of it could be found even on microscopic 
examination. Catgut was the suture material employed, interrupted 
catgut sutures having been inserted through the entire depth of the 
uterine wall except the mucosa. The wound had been covered by a 
Lembert suture. It was held, therefore, that a febrile convalescence 
was not necessarily followed by a weak scar and that the dictum, 

‘once a Cesarean, always a Czesarean,’’ was not always true. 


Prof. Watson then demonstrated Cullen’s sign of ruptured 
ectopic pregnancy in an old scar after operation for appendicitis. 
The general opinion appeared to be that the sign was of little or no 
value. The umbilical pigment was rarely present, and when present 
was probably a mere coincidence. 
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Mr. Beckwith WuitEHOUsE showed a specimen of cervical 
fibroid with vein opening into the cervical canal; see page 211. 


Dr. LocHRANE described a case of endometrial adenoma of the 
abdominal wall following ventral suspension three years previously, 
see page 213. 


Dr. R. W. Jounstonr read notes of a case of endometrioma of 
the posterior vaginal wall associated with ‘* chocolate cysts ’’ of the 
ovary. The chief symptoms were intramenstrual dysmenorrheea, 
dyspareunia, and_ sterility. In the discussion which followed 
several speakers objected to the term ‘‘ endometrioma ”’ as unneces- 
sary. ‘‘Adenomyomata’’ was sufficient. 

Mr. WiITEHOUSE related a case exactly similar to that described 
as ‘‘endometrioma ’’ in an appendix scar in a male. 

Professor BLairn BELL defended the terms endometrioma, endo- 
metriomyoma and endometriofibromyoma, which he had introduced 
some years ago on the following grounds : first, the aberrant tissue 
is not only structurally identical with endometrium, but also func- 
tionally. It gave rise to no signs or symptoms till puberty, and 
after that epoch menstruation occurred regularly in it; moreover, 
the phenomena of the cyclical phases correspond and are synchro- 
nous with those of the endometrium lining the uterine cavity. 
Second, the termination ‘-oma’ is justified—in spite of Frinkel’s 
contradictory crilicism—on two grounds, namely, the endometrial 
tissue—especially in the uterus and muscular connections thereof— 
usually formed part of a myomatous or fibromyomatous neoplasm, 
and the tumour had the power of invading neighbouring structures, 
such as the rectum. 

Professor Blair Bell hoped that purists in the use of words 
would not be deterred by conservatism from adopting what he 
considered an improvement in terminology. 


Dr. JAMES YouNnG showed lantern slides of an early ovum 
calculated to be about fourteen or fifteen days old. The blastocyst 
showed no projection of mesoderm into the trophoblast, which, 
unlike the ovum of Teacher and Bryce, consisted almost entirely of 
cells of the Langhans’ type. 


Dr. F. J. BRowNne read a paper on some problems of latent 
syphilis. 

Dr. Browne also demonstrated a specimen of congenital absence 
of the left half of the diaphragm in a foetus. 
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BOOK REVIEWS. 


“The Midwife: Her Book.” Edited by Atice Grecory. London: Henry Frowde 
and Hodder and Stoughton, 1, Bedford Street, W.C.2. Price 7/6. 


In 1671 Mrs. Jane Sharp, of London, published the first book on midwifery by a 
midwife, “ ‘The Midwives’ Book, etc.: the Whole Art of Midwifery discovered ” ; 
in 1928, under Miss Alice Gregory’s able editorship appears ‘‘The Midwife: Her 
Book.” Jane Sharp and the contributors to this modern twentieth century volume 
have much in common, they offer their own experience, they are women of 
education, they “set down rules and metho:'s, as plainly and as briefly as they can, 
and with as much modesty in words as the matter will bear”; they desire to 
be understood “ by the meanest capacity, desiring the courteous reader to use as 
much modesty in the perusal as they have endeavourd to do in the writing thereof ” 
(vide Jane Sharp). But in the matter of the two books there are all the differences, 
that two and a half centuries of scientific work and research would lead us_ to 
expect. Miss Gregory and her colleagues at Woolwich are idealists, with an exalted 
vision of the possibilities of the midwife’s réle in the public health service; they 
are, nevertheless, eminently practical. 

There is a mixture of homeliness and romance, the scientific outlook and the 
human touch in these 44 miscellaneous papers dealing largely with methods in the 
district practice of midwifery, and the minds of the folk to whom one ministers. 
How to conquer circumstances, how to relieve mental and physical distress, how io 
manage the doctor, how to direct the work, these wonderful Woolwich midwives 
pour out from their treasury the methods, “ slowly elaborated and tested during 
the last 27 years.” 

Miss Cashmore contributes some blank verse, and “ A Life” is a fine study of a 
working mother of fifteen children :— 


“Fifteen new human beings, 
All born and bred in this one little home, 
Fifteen succeeding struggles through the long months of waiting, 
With weariness, and suffering, and aching feet, 
Daily fulfilling the appointed task, 
Till the day of stress and crisis surely comes, 
Then silent, matter of fact, no mention of her fear, 
The mother into action goes, 
As truly as any soldier under fire.” 


These brave women of the people have found a “sister” understanding, their 
“ unselfconscious, selfless human lives, spent without grudging all those weary years.” 
The translation from the Gaelic of an old midwife’s rhyme (Chapter 38) is a dirge, 
delicate and musical. 

This book is one that may be read with profit by all, whose profession calls them 
to minister to the mothers of our people, be they doctors or midwives or health 


visitors; it deals with such work as a vocation, a social service, and at times a 


romantic adventure, Haypon. 
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X-Ray Dosage in Treatment and Radiography.” By Wittiam D. Witerper, M.D., 

and JoHN Remer, M.D. New York: Macmillan, 1922. pp. 87. Price, 8/- net. 
Tue three sections of value in this little book are (1) a method of calculating the 
total skin dose in radiography of the denser parts of the body so as to avoid 
X-ray burns if repeated exposures are given, (2) a chapter on the X-ray treatment 
of focal infections of the throat, based on the treatment of over 500 cases, and 
(3) a chapter on the X-ray treatment of skin diseases. Apart from this, the book, 
if judged by the expectations its title may not unreasonably raise, has serious 
limitations, one of the chief being that the authors “have had no experience in 
the recent treatment of cancer using high voltages,’ another being that from the 
physical side of measurement no other method is used than the pastille, with its 
serious disadvantages. Further, the authors persist in their heresy (for so it may 
be called) that “ distance in filtered dosage, instead of obeying the laws of light, 
produces double the effect at half distance instead of four times, as in unfiltered 
ray” (p. 24). We may certainly be assured that the laws of light are obeyed! 
however many minor corrections we may have to make in our calculations of 
intensity from factors such as non-point source of radiation, scattered radiation in 
the filter, and scattering back to the skin from deeper tissues. With radiation from 
distances nearing a metre indeed the variation is exactly opposite to what the 
authors conclude, and. ¢.g., 20 per cent. may have to be-added to the radiation time 
to make up for Joss of rays by absorption in the air. Apart from the isolated pulse 
of radiation, which is a unique problem, physicists are agreed that all electro- 
magnetic intensities vary as the inverse square of the distance, with corrections 
for intervening media. And ionization tests and skin reactions (confirmed by the 
reviewer) support this for X-ray filtered radiation. 

The authors give as support for their belief their findings with two experiments 
on patients’ skin, but such a restricted test can only be regarded as a testimony 
to the already well-known variability of skin reactions. With filtered radiation, for 
example, the overlapping of two erythema doses, or repetition of a dose on an area 
of skin already showing some erythema sometimes has been found not to increase 
the erythema to any marked extent: also an erythema can be produced in certain 
persons with two-thirds of an ‘ erythema dose.’ 

The book cannot, therefore, be recommended as a scientific contribution to the 
difficult, subject it considers, though it contains some useful practical points for 
superficial therapy with Coolidge tubes and interrupterless transformers. 


J. H. Dovcras Wenster., 


‘*Gynecological and Obstetrical Pathology.” Rorerr Titpen Frank, A.M., M.D., 
F.A.C.S.. New York: D. Appleton and Company, 1922. 536 pp., with 338 
illustrations. 


Tue author of this book adds to the title the words “ including chapters on the 
normal histology and the physiology of the female genital tract,’ and in his 
preface states that he desires to co-relate information of interest to the clinician 
and pathologist. Hence one is prepared for a work covering a wider area than 
the older books which dealt almost exclusively with the microscopic appearances 
of tumours. 

Dr. Frank devotes 16 pages to the technic of section cutting, staining and 
mounting, which, although abbreviated, would be of use to anyone who had done 
laboratory work before. Fifty-one pages of anatomy and normal histology follow, 
and then thirty-three on the relation of histology to function. These are most 
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carefully written, and form a valuable summary of knowledge on the subject. 
Obstetric pathology is admirably compressed into forty-two pages, and malformations 
and ductless glands receive short notices. 

The rest of the book is devoted seriatim to the pathology of the pelvic organs, 
and has good illustratnons of both the macroscopic and microscgpic appearances of the 
subjects discussed. The illustrations throughout are well drawn (mostly by the 
author), and being clearly reproduced, should be of the greatest assistance in helping 
to diagnose the nature of a growth to anyone who is not expert in such work. 

Dr, Frank is obviously interested in the clinical side of gynecology, and 
frequently alludes to clinical details of cases; although this does not, strictly 
speaking, come into a book on pathology, it makes the reading of this. volume 
peculiarly easy and interesting. 

The book represents the results of great labour and profound reading.; each 
chapter ends with numbered references to the literature of the subject that has 
been discussed, and these references are unusually complete, and should be of the 
utmost value to future workers and writers. As examples of the energy with 
which Dr. Frank has tackled the formidable subject of existing literature, it may 
be noted that there are 210 references after the chapter on “ the uterus” and 340 
at the end of the article on “'Tumours of the Uterus exclusive of Adenomyoma,” 
and that sometimes four separate authors are quoted under one reference. 


C. Wuite. 
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Review of Current Literature. 


Direcron: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


Tuts Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘ Journal 
of Obstetrics and Gynecology of the British Empire” exchanges :— 

British.—Lancet, British Medical Journal. 

American.._American Journal of Obstetrics and Gynzecology ; Surgery, 
Gynecology and Obstetrics; The Journal of the American Medical 
Association, 

French. Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Italian. Annali di Ostetricia ¢ Ginecologia. 

German.—Archiy fiir Gynikologie; Monatsschrilt fiir Geburtshiilfe 
und Gynakologie; Zeitschrift fiir Geburtshilfe und Gynikologie ; 
Zentralblatt fiir Gynikologie; Muenchener medizinische Wochen- 
sehrift. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: W. FE. Crowtuerr, JANE F. Taytor, F.R.C.S. 

Liverpool: Rosert A, HEenpry, 

Sheffield : W. W. KING, F.R.C.S. 

Edinburgh : P. A. Bennett CLARK, F.R.C.S.; W. F. THEODORE HAULTAIN, 
EAR CS: 

Glasgow: JAMES HENDRY, M.D. 

Amsterdam: J. A. WIJSENBEEK, M.D. 


Archiv fur Gyndkologie. 
Band 116, Heft 2, November 21, 1922. 
*The lipoids in human ovaries. F. v. MIKULICZ-RADECKI. 
Contributions to the pathogenesis of menorrhagia and metrorrhagia. A. 
SEITZ, 
Blood alterations in large-field X-radiations. K. Him. 
Influence of protein bodies on coagulation of the blood. R. SALOMON and 
E. VEy. 
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*Adenomyoma and adenomyometritis : pathology and clinical characters. 
S. WESTMANN. 

Operability of metastatic ovarian tumours: the ietiology of the so-called 
Krukenberg’s tumour. PRIBAM, 

Influence of tetany of pregnancy on the foetus. W. NipEREME, 

Sedimentation velocity of erythrocytes in puerperal sepsis, especially after 
intravenous injection of colloidal silver and Pregl’s iodine solution. 
A. MAHNERT and Kk. HORNECK, 

"Ultimate results of induction of abortion and of sterilization for pulmonary 
and laryngeal tuberculosis. P. SCHUMACHER. 

*Treatment of eclampsia. STROGANOFF, 

Results of vaginal operations for prolapse. B. Dirrricu. 

Pathology of tubal gestation. TH. KRATZEISEN, 


Lipoids in the human ovary. An cxamination by microchemical stains 
and the polarization microscope of sections of 120 human ovaries at various 
foetal and adult ages. Fat is absent until the third month of foetal life, 
from this time till birth is confined to the cytoplasm of the ovum, and 
subsequently is found in the granulosa and theca cells of the primordial 
follicles. After puberty the fat is usually smaller in amount than during 
childhood. During pregnancy the theea cells usually contain no excess of 
fatty substances. The corpus luteum of pregnancy, even in its lutein cells, 
has a very sparse content in lipoids. Apart from pregnancy the corpus 
luteum has an increased lipoid content which shows characteristic cyclical 
variations. ‘The internal secretion of the corpus luteum is probably derived, 
in part at any rate, from lipoid substances. 


Adenomyoma and adenomyometritis: pathology and clinical characters. An analy- 
sis of 50 cases treated from 1914-19 at the Berlin Universitats-Frauenklinik. 
(During the same period 12 times as many cases of myoma were encoun- 
tered.) Thirty-five of the patients were in the filth decade; taken together 
the cases showed no exceptional degree of sterility. Two cases were treated 
by enucleation, 18 by vaginal extirpation, and 30 by abdominal extirpation. 
One tumour showed softening and one necrosis. The operative mortality 
numbered four cases. A “ follow up” showed all but nine patients to be 
alive and apparently well after intervals of one to eight years. 


The ultimate results of induction of abortion and of sterilization for pulmonary 
and laryngeal tuberculosis, Ji 25 instances patients with pulmonary tubercu- 
losis were subjected at the same time to artificial induction of abortion and 
to abdominal hysterectomy (one or both ovaries being left behind, but the 
tubes as a rule being removed). Two patients, whose lung condition 
corresponded to Grade HI (Turban-Gerhard) and who died within a few 
months of operation, had had inhalation anesthesia; the others spinal 
analgesia. Of the 17 in whom the tuberculous process had not advanced 
beyond Grade II, 15 are still living, after nine years (three cases), seven 
years (two cases), six years (four cases) four years (one case), two years 
(two cases), and one year (three cases) respectively. In Grade I cases 
simple induction of abortion is stated to be equally as beneficial, but if in 
spite of the injunctions of the physician a second conception occurs, a 
sterilizing operation is recommended. For laryngeal tuberculosis com- 
bined induction and sterilization are advised, provided the patient does not 
first come under observation at a time when the gestation is far advanced. 
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Treatment of eclampsia. A bricf article in which Stroganoff summarizes 
the results obtained by him in his treatment, which he now modifies (1) by 
venesection, as advised by Zweifel, after four to six convulsions have 
occurred before, or two or three after ‘‘ prophylactic treatment ’’; (2) 
“energetic narcosis ’’ during the first two or three hours of treatment. His 
experience during the last seven years comprises 212 cases, of which 54 
appear to have had convulsions and three only, who were admitted moribund, 
proved lethal. 


Band 170, December 30, 1922. 
This volume contains the 111 communications made to the German 
Gynécological Congress held at Innsbruck in June, 1922. The following 
papers are included :— 


Polyneuritis gravidarum. (ALBECK.) In seven patients, of whom two were 
primiparous, the malady commenced in the first or second month of gesta- 
tion with ‘ pernicious ”’ vomiting : four became jaundiced. The vomiting 
diminished in five cases with the appearance of the psychosis in the third 
or fourth month. Heaemorrhagic retinitis occurred in one case. Affection 
of the peripheral nerves--motor and sensory--was well marked in spite of 
early induction of abortion, Recovery was slow, and incomplete after 12 to 
18 months. 


Rectal examination in labour, (GUGGISBERG.) In a Swiss Polyklinik 4,000 
cases examined vaginally as a routine gave 17 per cent. incidence of post 
partum pyrexia, 11 per cent. of febrile puerperia after spontaneous delivery, 
and 0.12 per cent. mortality. For 3,000 cases examined per rectum the 
corresponding percentage figures were considerably smaller —11 per cent., 
5.5 per cent., and 0.0. per cent. respectively. It is concluded that midwives 
should be trained to examine. rectally only, and students taught how to 
examine in this manner: the physician need examine per vaginam only 
when rectal palpation leaves some doubt in diagnosis, or as a preliminary 
to instrumental or other operative intervention. 


The value of serum reactions in diagnosis of syphilis in pregnant, parturient 
and puerperal patients and in the new-born. (P. Escn.) A single positive 
Wassermann reaction in such subjects does not in the absence of clinical 
signs justify diagnosis of syphilis. Meinicke’s reaction is comparatively 
more but not absolutely reliable. It is wise to wait until the seventh week 
post partum, by which time the scrological tests are again trustworthy. 
In the majority of cases which were equivocally seropositive, repetition of 
the test during pregnancy gave a negative finding. The finding of a 
positive etiological reaction in the blood of the umbilical vein is not to be 
regarded as a sign of syphilis. 


Apparent increased seriousness of uterine carcinoma. (WINTER.) Having 
already pointed out the increase in the percentage of inoperable cases of 
uterine cancer seen in East Prussia since the war, Winter summarizes 
reports received from other German clinics, covering in all 7,000 cases. 
The percentage inoperability appears to have increased from 47 in 1913 to 
64 in 1920. The increase is ascribed to carelessness of doctors, midwives 
and patients in attaching insufficient weight to early clinical signs: a 
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propaganda movement is suggested. F. Wolff reports that in Breslau the 
number of operable cases admitted to clinics has remained practically 
unchanged : the increased proportion of inoperable cases seen since the war 
is due to increased demand for radiotherapy in correspondence with tech- 
nical advances which this has shown. 


Paravaginal radium applications for cancer of the uterus. (If, BumMM.) For 
broad ligament metastases from cancer of the cervix the writer makes a 
skin incision over the ischio-rectal fossa and by blunt dissection with the 
finger penetrates the levator ani and the superjacent portion of the pelvic 


‘fascia: malignant infiltrations in the parametrium are in this way rapidly 


reached, can in part be removed, and are made directly accessible to radium 
tubes, which are left in situ for 24 48 hours. Complete cure for an un- 
specified period of time is reported in 13 out of 31¢cases. Bumim’s experience 
with Dacls’ ‘ radium drainage ”’ of the pelvis has not been satisfactory. 


X-radiations for oligomenorrheea and amenorrhea. (FLATAU.) Fifty cases 
have been treated by minute X-radiations, preferably with dorsal as well as 
abdominal fields : the object is to secure a stimulating action on the ovaries 
and other genital organs. One-fourth or one-fifth of the ‘ ovarialdosis ”’ is 
used. Successful results are reported in 72 per cent. of cases. Thaler 
found improvement follow in 36 of 55 cases of amenorrhuca, and notes that 
women aged more than 35 are comparatively refractory to this treatment. 


Operative treatment of sterility. (MRWIN Grarr.) The outlook is compara- 
tively unfavourable in patients with manifest signs of genital hypoplasia. 
In general, operations which correct malpositions give better results (qua 
sterility) than salpingostomy or dilatation of the cervix. Discission may 
favourably influence dysmenorrhcea but exercises a questionable influence 
on sterility. Clinical signs of pelvic inflammation denote probable occlusion 
of the Fallopian tubes and indicate a bad prognosis : of the 27 pregnancies 
following operation in the writer’s material, 2 only occurred in the inflam- 
matory cases. ‘The value of salpingostomy as a therapeutic procedure in 
sterility is not yet settled, but Rubin’s examination of tubal patency by the 
pneumo-peritoneum test is a most valuable diagnostic procedure and should 
precede every operation for sterility. W. FE. CROWTHER. 


Annali di Ostetricia e Ginecologia. 
December, 1922. 
*Spinal anesthesia with cocaine in obstetrics and gynecology. F. G. 
PEZZINI. 
Large fibroma in an atrophic uterine horn, At. Bort. 
*Congenital septa of the vagina. AURELIO Caruso. 


Spinal anesthesia with cocaine in obstetric and gynecologic operations. After 
the first enthusiastic reception of Bier and Tuffier’s accounts of operations, 
performed under spinal anesthesia with cocaine, their methods seem to 
have fallen into disuse till 1918 when they were revived by Le Filiatre and 
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shortly after by Delmas. These surgeons had successful results in 98 per 
cent. of their operations, using spinal anesthesia with cocaine, and they 
claimed that cocaine anesthesia of the spinal cord was superior to all other 
spinal anesthetics and to general anesthetics. 

Pezzini gives results of 139 obstetrical and gynecological operations 
performed in the Hospital of Livorno from 1919—1921, the methods 
employed being those of Le Filiatre and Delmas with slight modifications 
to obtain a more stable and lasting analgesia. 

He found that temperature, pulse-rate and respiration were slightly 
increased for one or two days after operation, increased frequency of respira- 
tion persisting after pulse and temperature had become normal, but the 
patient had very little sense of discomfort during or after operation. She 
was able to take fluids one or two hours after it was concluded, and to have 
ordinary diet after two or three days. 

Action of the bowels and kidneys was usually spontaneous, and sickness 
was absent in most cases. In some slight attacks of nausea and retching 
supervened soon after injection of cocaine and sometimes persisted for two 
or three days. This may have been due to diminished intra-thecal pressure 
or diminished venous pressure, and it was noticed that nausea was more 
apt to occur when the patient was in the Trendelenburg position during 
operation. 

Headache for one or two days was sometimes noted, but this yielded to 
anti-neuralgic remedies. 

Pezzini performed most of his minor operations, such as curetting, under 
an injection of only 2cgms. of cocaine. For his major, such as hys- 
terectomies, he never used more than 4cgms. In only six cases did he 
require to resort to a few drops of a general anresthetic to overcome mus- 
cular contractions of the abdominal wall. 

His experience leads him to conclude that spinal anzsthesia by cocaine 
could be advantageously employed in most obstetrical and gynecological 
operations, especially in those where age or weakness contra-indicate the 
use of general anzesthetics. 


Congenital septa of the vagina. Caruso refers to the frequent occurrence 
of transverse or longitudinal septa in the vagina, and describes three 
gynecological and three obstetrical cases which he has recently treated. 

Vaginal septa may be cither congenital or acquired, being due in the 
former case to arrested development of Miillerian ducts in the embryo or to 
incomplete canalization through irregular fusion of the epithelial clements. 
Acquired septa may arise from adhesions due to wounds, infective inflam- 
mations, or use of caustics. 

In all the cases described, the history given by the patients and the 
absence of cicatricial tissue in the septa showed that the septa were con- 
genital. In one of the three gynzecological cases a transverse septum had 
caused obstruction to menstrual discharge and formation of a haematocele, 
in another it had led to sterility for many years, and in the third and 
youngest case it had caused persistent dysmenorrhoea. All cases were 
completely cured when the septa were incised or removed. 

In the three obstetric cases the presence of a transverse or longitudinal 
septum had not hindered pregnancy, but had occasioned delay in labour 
and obstruction to delivery. The vagina had to be dilated and the septum 
incised before the child could be born, JANE FILSHILL, 
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La Gynécologie. 
December, 1922. 


Reminiscences of Pasteur: the influence of his teaching on obstetrics and 
gynecology. J. A. DoLERIsS. 

*The history and relative merits of methods of treating uterine fibromata. 
J. RECAMIER. 


The history and relative merits of methods of treatment of uterine fibromata. 

J. Recamier describes (1) the history of the surgical treatment of fibro- 
mata from 1845 to 1889, showing that the case mortality during these years 
declined from 50 per cent. to 6 per cent; (2) the advent and history of 
Roéntgen and radium therapy, both of which have been claimed to give 
success in 95 to 100 per cent. of cases treated. This claim is not altogether 
well founded. 

The casy application of the galvanic treatment of uterine and other 
tumours was the cause of its failure. It was employed without discernment 
and accidents, such as gangrene and perforation, multiplied till electric 
treatment became what it must always remain, a method of exception. 

Recamier concludes that it is the pathological anatomy of the tumours 
and their clinical complications which must determine treatment. If the 
tumours are painless, small and without adnexal complications, X-ray or 
radium treatment should be tried without hesitation. In cases of cardiac, 
hepatic or renal lesions electrical treatment should be adopted. Indeed the 
contra-indications for surgical treatment are the indications for X-ray or 
radium therapy. 

In all doubtful cases and in all when even one spot of the tumour is 
painful, surgical treatment is indicated. It may be said that one-third of 
all fibromas should be operated on, and two-thirds passed on to the 
radiologist. Réntgen and even better radium therapy mark great progress 
in the treatment of these tumours but, up to the present, there is only one 
radical cure for fibromas to save the ovary and that is a myomectomy. If 
the ovary cannot or should not be saved the only treatment is complete 
hysterectomy. JANE FILSHILL. 


Gynécologie et Obstétrique. 
Vol. vii, No. 1. 

*The influence of irradiation of the odcytes on subsequent fertilizations and 
pregnancies. ANTOINE LACASSAGNE and HENRI COUTARD, 

Cysts of the labia minora. H. Monpor and P. Hurt. 

"Inversion of the uterus and its conservative treatment by anterior colpo- 
hysterotomy. G. MIGINIAC, 

*The significance of the pulse in retro-placental heemorrhage. Levant and 
PoRTES. 

“Pathogenesis and treatment of utero-placental apoplexy. 1,. Portns. 


Vols vii; No.2: 
Chronic appendicitis and appendicectomy. Epwarp Rourrart. 
Concerning the usual or crossed site of certain pains in gynaecology. M. 
Murer, 
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*Serum-diagnosis of syphilis in women either pregnant or recently delivered. 
Ph. LasskuR and H. VERMELIN. 

*Present views on the prognosis in pulmonary tuberculosis during preg- 
nancy and the puerperium. L. CLEISZ. 


The influence of irradiation of the oocytes on subsequent ferilizations and 
pregnancies. = Working with rabbits they classify their observations into 
three groups. 

(1) Normal females, rayed during the last few days of gestation (X-rays, 
dosage from 5 H in 30 minutes to 11 H in go minutes). 
(2) Females, the progeny of rabbits in group 1, and themselves rayed. 
(3) Females, progeny of rabbits in group 1 and not rayed (note, only 
the primigravid history is recorded in this group). 
They find (a) a period of temporary sterility lasting from 3-4 months; 
(b) re-establishment of fertility, which remains diminished with a progres- 
sive reduction in the number and viability of the young in successive 
litters ; moreover sterile and fruitful coitus frequently alternate ; (c), leading 
on from (b), a permanent final sterility. They also note that out of six 
rabbits, on which prolonged observations were made, three developed 
uterine complications—dystocia, rupture of uterus and pyosalpinx— which 
they had never seen in stock rabbits. 

Group 2 rabbits. X-rayed by slightly different technique, doses and 
times similar, behave as those in group 1. 

Group 3 rabbits behave as normal healthy stock. 

They conclude that, in the rabbit, a single and moderately weak irradia- 
tion of the ovaries leaves a permanent lesion in those odcytes which escape 
immediate destruction. This lesion, of unknown character and not appre- 
ciable by microscopic examination, vaties in intensity according to the 
degree of radio-sensibility and may become manifest as atrophy of the 
follicle, non-fertility of the oécyte, non-implantation of the ovum, or death 
of the embryo, foetus, neonate or young rabbit. 

(Notr.--Compare the abstract on page 283 of the article by Weis on 
“Effects of radium upon rabbit ovaries,” in Surg. Gyn. and Obst., vol. 
xxxvi, No. 3, March 1923.) 


Inversion of the uterus (puerperal) and its conservative treatment by 
anterior colpohysterotomy. The author apparently has not heard of Aveling ; 
he discusses the alternative anterior and posterior colpohysterotomy and 
the priority to be given to the various operators who have described these 


operations. He found the anterior operation to be the obvious one for his 
case. 


The significance of the pulse in retroplacental hemorrhage, An analysis 
of observations in 97 cases derived from the Clinique Baudelocque, the 
Maternité of Paris, and French and foreign literature, and covering all 
degrees from simple latent hzemorrhages to the most typical ‘ utero- 
placental apoplexy.” They find two groups: (1) 62 cases with a pulse-rate 
usually about 80, but in every case under 100, and (2) 35 cases with a pulse- 
rate of over 100 from the outset. They find the pulse-rate depends partly 
on the amount of haemorrhage but even more on the degree of the toxzemia : 
in the 62 cases with little or no increase, there were seven cases of utero- 
placental apsplexy—in the 35 with pulse of over roo there were 15 with 
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utero-placental apoplexy, and further, when the pulse-rate remains high 
after delivery, its curve follows closely that of the toxemia. 

They conclude that the pulse is not always as frequent as described by 
some authorities; that the pulse-rate, owing to the influence upon it of 
other factors (visceral lesions, toxcemia and shock) cannot forecast the 
amount of blood-loss; that their findings do not affect the indications for 
emptying the uterus advised by the majority of authors, but that this treat- 
ment should not be based only on the condition of the pulse but should 
take equal cognizance of other symptoms which indicate the degree of 
shock and of toxsemia. 


Pathogenesis and treatment of utero-placental apoplexy. In the 73 cases 
collected from various sources there was anatomical or clinical evidence of 
the coexistence of a toxemia (eclampsism). After discussing various 
theories to account for the h:emorrhages into the uterine wall he concludes 
that we cannot at present determine conclusively the exact mechanism and 
suggests a sudden jerk of arterial hypertension acting on the walls of the 
smaller vessels and capillaries altered by the toxemic state; at the same 
time he admits that the sudden hypertension has not been demonstrated. 
To account for the peritoncal fissures he suggests that the clasticity may 
be diminished by cedema. His views on the nature and the origin of the 
toxzemia are vague and open. 

In considering the diagnosis he cannot find any symptom to distinguish 
utero-placental apoplexy with its intramuscular Icsions from severe con- 
cealed accidental haemorrhage and believes that in the latter, especially 
where toxeemia, shock and ligneous uterus are marked, interstitial haemor- 
rhages will be found. 

Under the heading of Obstetrical ‘Treatment —rupture of the membranes 
(2 cases) is dismissed as ineffectual or insufficient : artificial delivery after 
rapid dilatation of the cervix —12 cases, 12 maternal and 12 foetal deaths! 
seven of the mothers died from post partum haemorrhage and three from 
rupture of the uterus—these accidents are ascribed respectively to the 
uterine inertia or paralysis and to the friability resulting from the extra- 
vasations into the uterine wall. 

Surgical treatment comprises Vaginal Caesarean and Abdominal Cesarean 
with or without hysterectomy :— 

Vaginal in three cases, all fatal, two by post-partum haemorrhage in 
spite of secondary hysterectomy. 

Abdominal conservative Cresarean in 20, 4 maternal and 14 infant deaths. 

Ceesarean hysterectomy in 22, 10 (11 ?) maternal and 20 infant deaths. 

Hysterectomy without preliminary Cresarean in 5, 3 maternal, 4 (5 ?) 
infant deaths. 

Sixty-four cases are thus included in the above treatments, the remain- 
ing nine are not mentioned; no figures of purely conservative treatment in 
severe cases of concealed accidental haemorrhage are mentioned. 

He concludes that the treatment of utero-placental apoplexy is purely 
surgical. Abdominal Cresarean is the operation of clection with the 
reservation that the uterus is only to be preserved when the local lesions 
are slight and where the uterus, after evacuation, contracts and retracts 
normally. 

A good bibliography of over 120 references is given, 
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Serum-diagnosis of syphilis in women pregnant or recently delivered. Struck 
by the close agreement of clinical and laboratory data in proved cases of 
syphilis they investigated the Bordet-Wassermann reaction in pregnancy 
and the puerperium. In many cases this reaction confirmed a doubtful 
clinical diagnosis and, in a few others, exposed an unsuspected infection. 

They divide their paper into two parts :— 

(1) Devoted to the clinical applications, and 
(2) more theoretical, in which they endeavour to explain the occasional 
discrepancies between the clinical and the laboratory data. 

Their observations are based on 148 patients, considered in certain groups. 

(a) Known syphilis, 23 Wassermann positives in recent cases, six 
negatives in old-standing or well-treated cases. 

(b) Where placental hypertrophy was the only evidence suggestive of 
syphilis, one positive, 22 negatives; taking all their cases and considering 
only the placento-fcetal ratio : when this was greater than 1— 4.5 they found 
57.5 per cent. W.R. positive, when less than 1- 4.5 they found 32 per cent. 
W.R. positive. 

(c) Macerated foetuses without known syphilitic history: 17 positive, 
three negative; a few of the positives confirmed by direct search for the 
treponeme in the fcetus. 

(d) Repeated infant deaths: 11 positive, 12 negative, of which they 
consider six cases to be suspect. 

(e) Hydramnios and oversize (4,000 gms. +): hydramnios one positive 
and eight negative; oversize seven, all negative. 

(f) Abortion : four positive, cight negative. 

(g) Neonatal death: four positive, 12 negative. 

(h) Pernicious ancemia : two negative. 

(i) Foetal malformations : one positive, five negative. 

They concluded from their observations that the positive results are 
always in accord with the clinical data, that the few negative reactions 
conflicting with the clinical data do not discredit the value of the Wasser- 
mann reaction, and that the test serves the clinician as an excellent means 
of control. 

Their arguments are open to criticism by the paucity of their examina- 
tions of the faetuses—few histological, and the state of the epiphyses is 
not even mefitioned—and by a bias in favour of a syphilitic cause : to give 
two instances, the one in a 3-gravida in group (c) with two previous healthy 
children, the present pregnancy hydramniotic; a macerated foetus about 
full-term, 4060 gms. in weight, the placenta Soo gms. (i.¢., ratio 1-5), the 
liver showed no abnormality nor was anything found on careful examina- 
tion of the mother, W.R. negative, yet they consider that syphilis cannot 
be excluded; the other— in group (i) malformations after two well-formed, 
healthy children, a simple hare-lip is accepted as evidence confirmatory of 
syphilis with a positive W.R. 

In the second half of their paper they discuss some of the possible 
sources of errors in the Wassermann reaction ; they state that they have not 
obtained a positive reaction apart from syphilis. 

They suggest the anticomplementary properties of serum, particularly 
in pregnancy, as being responsible for many errors. 


Present views on the prognosis in pulmonary tuberculosis during pregnancy 
and the puerperium. After reviewing many opinions on the subject Cleisz 
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points out that the differences are partly due to the material considered : 
results will differ in Sanatorium work where grave cases are considered 
undesirable and the conditions are ‘“‘ optimum,” in tuberculosis dispensary 
work, and in maternity hospital work. 

During gestation, old, soundly healed tuberculosis, it is agreed, is 
unaffected ; recently healed or quiescent tuberculosis is likely to be lit up 
and active mischief will probably rapidly progress. An infection arising 
during gestation is usually grave. 

The puerperium is always a danger; active tuberculosis in pregnancy 
always becomes worse during the puerperium, an old, healed case which 
has withstood the pregnancy may break down in the lying-in period and 
finally, early or late in the puerperium, infection may occur, the progress 
in these cases is not always unfavourable. Generally speaking, the earlier 
in the pregnancy (including the puerperium) the tuberculosis appears or 
reappears, the graver the prognosis, 

In addition to this time factor, the type of tuberculosis is important, the 
dry, fibrotic type being less dangerous than the moist, progressive type. 

As regards marriage, the old soundly healed lesion is not considered as 
a veto, but any patient with any recent or present lesions should not marry ; 
finally Leon Bernard is quoted: “it is better for a tubercular woman not 
to become pregnant.” 

Rosert A. HENDRY. 


Surgery, Gynecology and Obstetrics. 
Vol. xxxvi, No. 2, February, 1923. 

"Uterine secretion: an experimental investigation into its effect upon 
coagulation of the blood. I. Kross. 

*The association of foetal monstrosities and deformities with placenta 
previa. J. P. GREENHILL,. 

“Immediate versus delayed operation in cases of collapse following ruptured 
ectopic gestation. KE. M. Hawks. 

A study of the cases of carcinoma mamimee operated upon by myself and 
the end results obtained in them. J. E. Sapir. 

“Ovarian pregnancy. F. L. Goop and T. K. Ricnarps. 

*The treatment of hydatidiform mole and chorio-epithelioma with a con- 
sideration of the relative frequency of each. O. A. GorDoN. 

*Fibromata of the ovary. M. R. Hoon, 

*A new procedure in the treatment of eclampsia. H. J. Davipson, 


Vol. xxxvi, No. 3, March, 1923. 

*A contribution to the study of the effects of radium upon rabbit ovaries. 
H. R. WEIs. 

*Conservatism in the treatment of essential uterine haemorrhage.” H. 
S. GEIST, 

"The morphological histology of adenocarcinoma of the body of the uterus 
in relation to longevity : a study of 186 cases. A. E. MAHLE. 

*Two embryologically important specimens of tubal twins including critical 
summaries of all known cases. L. B. AIREY. 

A new technique for the closure of the abdomen. R. E. PASMAN. 

A ‘‘ two forceps manoeuvre ” for persistent occipito-posterior presentation, 
S. SEIDEs, 
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Uterine secretion: an experimental investigation into its effect upon coagu- 
lation of the blood, Kross ligatured the uterus in rats and two to three 
weeks later removed the accumulated secretion with a fine aspirating 
needle, and found that the uterine secretion of rats so obtained contains a 
substance or substances which have the power of delaying coagulation 
time and of dissolving blood clots. He considers that the cause of 
abnormal uterine bleeding not accounted for on anatomical grounds, ¢é.g., 
neoplasms, lies in a deviation from the normal physiology of the secretion 
formed in and by the uterine mucosa, and that this is controlled by the 


ovary either in whole or in conjunction with other glands of internal 
secretion. 


The association of foetal monstrosities and deformities with placenta previa. 
An attempt has been made to prove that foetal monstrosities and deformities 
not infrequently occur in cases of placenta prievia. To 15 cases found in 
the literature the author has added six more. ‘This by no means represents 
the total number of cases to be found in the literature, for most of the cases 
have been hidden in articles the titles of which give no clue to the subject 
here discussed. Many cases recording teratological births will undoubtedly 
reveal an associated placenta praevia, but the latter is not named in the 
communication. 

The author believes that the monsters associated with placenta praevia 
are due to the faulty relation between the placenta and the foetus which 
gives rise to arrests in its development. 

Since foetal monstrosities not infrequently are associated with placenta 
praevia, it is advisable in cases of placenta praevia when Caesarean section 
is contemplated to try to ascertain by physical examination, and especially 
by X-ray pictures, whether the foetus has a deformity. 


Immediate versus delayed operation in cases of collapse following ruptured 
ectopic pregnancy. rom an examination of 184 cases of ruptured ectopic 
gestation admitted in a critical condition, it was found that deaths from 
haemorrhage are not uncommon. Of 824 cases of ectopic pregnancy, 187 
were prostrated from hemorrhage. There. were 10 deaths from haemorrhage 
in 74 of these cases. ‘The remaining 113 were operated upon immediately. 

The Medical Examiner’s office has 1ecorded 21 deaths from haemorrhage 
in the last four years. The records of the Board of Health show that in 
1921 there were 20 deaths from ectopic gestation in the Borough of Man- 
hattan, and that five of the 20 died from hamorrhage unoperated upon. 

The immediate operation in the serious cases gives the better result. 
Mortality in 113 consecutive cases of collapse operated upon immediately 
in three institutions was 8.8 per cent. Mortality in 71 consecutive cases of 
collapse with expectant treatment and deferred operation in two institu- 
tions was 17 per cent. In a more recent series of 21 consecutive cases of 
collapse in one institution operated upon immediately, there was one death. 


Ovarian pregnancy. Cases of ovarian pregnancy which have gone to full 
term are decidedly rare. Good and Richards have described such a case 
giving satisfactory evidence, both clinical and microscopic, that it is a true 
ovarian pregnancy at full term. 


The treatment of hydatidiform mole and chorio-epithelioma with a con- 
sideration of the relative frequency of each. Gordon considers that hyda- 
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tidiform degeneration of the chorion is not an infrequent condition, but 
that chorio-epithelioma is extremely rare. The relative malignancy of 
chorio-epithelioma cannot be distinguished by the histological picture alone. 
Hydatidiform mole should be treated from the standpoint of hemorrhage 
and sepsis, bearing in mind only the remote possibility of chorio- 
epithelioma. Manual removal of the hydatidiform mole is the method of 
choice. If the condition of the cervix does not permit this, vaginal hys- 
tereclomy should be performed. Should chorio-epithelioma be suggested 
at the time of removal of the mole hysterectomy should follow. Curettage 
is a dangerous and practically worthless procedure as a means of diagnosing 
chorio-epithelioma., 

Abdominal hysterectomy, in late cases, suspected of chorio-epithelioma, 
is the procedure of preference. Radio-active therapy should be efficacious, 
both as a prophylactic and therapeutic measure in chorio-epithelioma. 

Bilateral ovarian cystomata accompany both hydatidiform mole and 
chorio-epithelioma in over 80 per cent. of the cases, but are short-lived, 
show no tendency to malignancy, and undergo spontaneous regression 
after removal of the uterine condition. 


Fibromata of the ovary. {oon records that in the Mayo Clinic from Jan. 1, 
1910, to August 1, 1921, 4,175 tumours of the ovary were removed. Of these 
149 (3.5 per cent.) were fibromata, and of these 94 were associated with 
cysts, either benign or malignant, or fibromata of the uterus and so forth, 
for which the operation was performed, whilst 55 were fibromata not 
associated with other pathological conditions, and the diagnosis was con- 
firmed by microscopic examination in all the cases in the series. Hoon’s 
conclusions are as follows :-- 

1. Fibromata of the ovary may occur at any age after puberty; they 
comprise 3.5 per cent. of all ovarian tumours. 

2. There may be comparatively few symptoms and the tumour may be 
present a long time without the patient’s knowledge. 

3. Ascites and tumour of the pelvis do not necessarily mean abdominal 
malignancy. 

4. The treatment is surgical. All ovarian tumours should be operated 
on as soon as diagnosed. 

5. The prognosis is good. 

6. Menstruation is usually regular and normal in amount as could be 
expected following unilateral ovariotomy. 

7. Normal pregnancy may occur in patients of child-bearing age, when 
only one ovary, or one ovary and tube, has been removed. 


A new procedure in the treatment of eclampsia. Davidson considers that in 
eclamptic woman far more water can be introduced by gavage than by any 
other route or combination of routes. Water is introduced through its 
natural portal of entry insuring more rapid absorption and elimination by 
the kidney. 

The water is nearly all delivered quickly and directly to the liver 
through the portal circulation. 

If eclampsia is a toxic hepatorenal block, a maximum of electrolyte is 
delivered at the critical point in minimum time insuring the prompest 
possible break of the block. 


The procedure simplifies the treatment of eclampsia making efficient 
treatment possible in the home. 
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Davidson claims that the procedure seems to have reduced mortality in 
excess of any contribution during the last century. 


A contribution to the study of the effects of radium upon rabbit ovaries. 
Weis supports Maury’s conclusions that 600 milligram hours of radium 
have no detrimental effect upon rabbit ovaries, contrary as this view is to 
the generally accepted belief. From the clinical side of his observations 
Weis also concludes that when radium is given intra-uterinely for menor- 
rhagia the resulting amenorrhoea is not due to the effects of radium on the 
ovarian follicles, but to the effect on the endometrium which receives a 
severe burn. With an extensive burn the amenorrhcea may be permanent, 
if less extensive the amenorrhoea persists for months. If these views are 
correct much that has been written about the effects of radium will have to 
be re-written and the therapy of radium will have to be extensively revised. 


Conservatism in the treatment of ‘‘ essential uterine hemorrhage.’’ ‘There 
is a large group of cases in which the most characteristic symptom is 
atypical uterine bleeding--profuse menorrhagia, with or without metror- 
thagia, which may be profuse and prolonged. These cases have been 
variously termed ‘‘ chronic metritis,”’ ‘ fibrosis uteri,’ metropathica 
heemorrhagica,’”? and ‘ essential uterine hemorrhage.’ The pathological 
findings comprise hypertrophied uterine mucosa and cystic ovaries which 
are usually somewhat enlarged and contain cysts which vary from small 
atretic follicles to rather large corpus luteum cysts. Geist has had good 
results in nine cases by excising a wedge-shaped portion of the cyst-bearing 
area of the ovaries involving about four-fifths of the medulla, and about 
two-thirds of the cortex of the ovaries. 


The morphological histology of adenocarcinoma of the body of the uterus in 
relation to longevity. In reviewing a series of 186 cases of carcinoma of 
the body of the uterus in which attention has been directed especially to 
the study of the degree of malignaney. based on the degree of cellular 
differentiation Mahle has arrived at the following conclusions : 

The mortality and frequency of carcinoma of the body of the uterus rank 
within the first two places in carcinoma of the female. Such carcinoma is 
rare before the age of twenty-five years. 

Carcinoma of the body is found in about 30 per cent. of all uterine 
carcinomata, 

A definite relation appears to exist between the decline of functional 
activity and malignant disease of the body of the utcrus--the more active 
the carcinoma the shorter the clinical symptoms. Vaginal discharge, 
especially if blood-tinged, is the most outstanding clinical feature of 
carcinoma of the uterus. 

The accepted belief of a relatively favourable outlook for carcinoma of 
the body in comparison to carcinoma of the cervix has a pathological basis 
in that the number of cases which show a high degree of differentiation are 
in the majority, and the more malignant types are rare. Association of 
fibromyomata with carcinoma of the uterus does not appear to play an 
important part in the etiology. 

The shape of the lesion appears to be related to the degree of cellular 
differentiation, for the more malignant the carcinoma the less liable is it 
to assume a papillary form. 
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A carcinoma of high grade of malignancy grows larger and invades 
more extensively in a given time than one of a lower degree of malignancy. 
Lymphocytic resection appears more marked in groups showing a higher 
degree of malignancy. 

The clinical diagnosis of carcinoma of the body of the uterus before 
curettage or hysterectomy is possible in 40 per cent. of all cases. 

Abdominal hysterectomy was performed more often than vaginal hys- 
terectomy, and the incidence of post-operative good results among living 
patients is slightly higher among those having abdominal hysterectomy. 
The percentage of recurrence is slightly higher in vaginal hysterectomy. 

The sum total of ultimate results shows practically no variation when 
interpreted from a basis of relative amount of a definite type of cellular 
differentiation present in the tumour expressed in grades 1 to 4 than when 
the interpretation depends on the highest type of differentiation present in 
the tissue. A series of adenocarcinomata of the uterus can be so classified 
according to groups, expressing various degrees of malignancy, that the 
ultimate post-operative results obtained will vary in direct proportion to 
the mortality of each group. 


Two embryologically important specimens of tubal twins. The essential 
anatomical facts from all existing cases of tubal twin pregnancy have been 
concisely summarized and made accessible. ‘This enumeration shows that 
40 cases (including two new ones) are positive or authentic cases, eight 
being probable or presumptive and four possible but doubtful. 

Two new specimens of single ovum tubal twins are described. One pair 
has a common yolk sac, thus for the first time furnishing direct proof of 
the origin of human homologous twins from a single ovum. The other twin 
pair may have resulted from an unequal division through which one 
individual received essentially the entire yolk-sac. Hence the yolk-sac 
appears as a vestige unessential physiologically to growth or differentiation. 

F. E. T. 


The Journal of the American Medical Association. 
Vol. 80, No. 1, January 6th, 1923. 
*The care and feeding of infants. SprciaL ARTICLE. 
Infant mortality in relation to infant feeding. EpitToria. 


Vol. 80, No. 2, January 13th, 1923. 
Double uterus. Czesarean section for delivery of pregnant right uterus at 
term. JOHN A. SHOEMAKER. 
*The care and feeding of infants. Special, ARTICLE continued 
Duration of breast milk feedings. 


Vol. 80, No. 3, January 2oth, 1923. 
*Problems concerning infections of cervix, body of uterus and Fallopian 
tubes. ARTHUR H. Curtis. 
*The care and feeding of infants. Sprcia ARTICLE continued, 


Vol. 80, No. 4, January 27th, 1923. 


“Weight as a routine test in pregnancy. A Preliminary Report. C. Henry 
Davis. 


*The care and feeding of infants. SrrctaL ARTICLE continued 
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Vol. 80, No. 5, February 3rd, 1923. 
“The care and feeding of infants. Sprcta, ARTICLE continued. 


Vol. 80, No. 6, February toth, 1923. 
Fibrolipoma of leit labium magna. Wu..1AM R. LOVELACE. 
“Torsion of uterine adnexa. M. COHEN. 
“Diagnosis and relief of sterility. H. Curtis. 
*The Rubin tubal insufflation test in primary sterility. Murray L. BRANDT. 
“The care and feeding of infants. SprcraL ARTICLE continued. 


Vol. 80, No. 7, February 17th, 1923. 
Tumours of the breast. W. D. HacGarp and H. L. Dovuctas. 
*The care and feeding of infants. Special ARTICLE continued. 


Vol. 80, No. 8, February 24th, 1923. 
*The care and feeding of infants. Special, ARTICLE continued. 


The care and feeding of infants. This series of excellent articles on the 
care and feeding of infants is addressed to the general practitioner rather 
than to the pediatric specialist. When completed, the series, somewhat 
elaborated, will be published in book form, 


Problems concerning infections of cervix, body of uterus and Fallopian tubes. 
Curtis considers that the body of the uterus seldom harbours bacteria for a 
long period of time, and that discontinuance of uterine curettage in attempts 
to relieve chronic infection marks a decided advance in our methods. In 
most instances leukorrhwa arises from the cervix and from glandular tissues 
in the vicinity of the urethra. Treatment directed to these diseased areas 
yields very satisfactory results. 

Gonorrhceal infection of the Fallopian tubes is a quickly self-limited 
disease. So-called chronic gonorrhceal salpingitis is usually a recurrence 
from an external source or repeated invasion from the lower genital tract. 
Streptococcal infection of the tubes usually occurs as a complication of 
abortion on intra-uterine manipulation, and is commonly only part of a 
widespread pelvic infection. Streptococci, in contrast with gonocccci, may 
remain viable in the tubes for many months or even years. In the most 
prolonged and severe gonorrhceal disease of the tubes the adhesions are 
amenable to blunt dissection, and adhesions which require cutting or 
tearing indicate streptococcal or tuberculous infection. 

Whenever the question arises whether it is advisable to remove the 
ovaries at the time of operation, more radical measures are indicated in 
streptococcal and tubercular infections than in gonococcal disease of equal 
severity, since there is likclihood of post-operative chronic ovarian infection 
from the presence of bacteria which remain buried in the tissues. 


Weight as a routine test in pregnancy. Davis shows that the consideration 
of the patient’s weight in conjunction with blood pressure tests and 
urinalysis greatly enhances their clinical value and advocates its employ- 
ment as a routine measure in ante-natal work. 


Torsion of the uterine adnexa before puberty. Cohen records a case of torsion 


of the adnexa on the right side in a girl aged 13, the ovary being cystic and 
the adnexa inflamed. 
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Diagnosis and relief of sterility. Curtis considers that an inflation of the 
Fallopian tubes by means of a Luer syringe placed at the fimbriated 
extremity of the tube is of diagnostic and therapeutic value in selected 
sterile patients who are being subjected to abdominal operation. 


The Rubin insufflation test in primary sterility. Brandt found that in forty 
per cent. of fifty-five cases of primary sterility in which examination was 
made by the tubal patency test, the Fallopian tubes were closed; of the 
remainder the husband contributed 20 per cent. of the cause of the sterility. 
Carbon dioxide is the gas of choice in tubal insufflation. Negative gynz- 
cological examination does not rule out possible closure of the tubes. Tubal 
insufflation resulting in demonstrating non-patency must be repeated three 
times before stating that the patient cannot conceive. Operations on the 
genital organs for the relief of sterility are not justified without a pre- 
liminary tubal patency test. Tubal insufflation may make some closed 
tubes patent, but should not be done just before, during or soon after the 
menstrual period. F. E. T. 


British Medical Journal. 
March 3, 1923. 
*The late results of meningeal heemorrhage in the newly-born. H. C. 
CAMERON and H. A. OsMAN. 
*Portal pyamia secondary to umbilical infection. S. B. WHITE. 
Endocrine activity and foetal life. F. A. KE. Crew. (Correspondence.) 


March 17, 1923. 
The use of radium in the treatment of disease. DAWSON TURNER. 


March 24, 1923. 
The treatment of puerperal infections. B. P. Watson. 
The treatment of ophthalmia neonatorum in London. M.S. Mayjou. (Cor- 
respondence.) 


General cedema of the foetus. N. B. Capon. (Correspondence.) 


March 31, 1923. 
“Acute puerperal inversion of the uterus. C. S. LANE ROBERTS. 
Pregnancy in a fibroid uterus. C. M. Roiston, 


The late results of meningeal hemorrhage of the newly-born. The authors pro- 
pound the following question :—‘‘ Of cases which present themselves in 
later childhood as examples of infantile cerebral diplegia or paraplegia 
dating from birth, what proportion owe their origin to meningeal haemor- 
thage occurring during or shortly after the moment of birth? Their 
investigations lead them to the following conclusions :— 

(1) Among cases of infantile diplegia or paraplegia it is possible to 
recognize a group in which the defect is confined to the sensori-motor 
cortical areas. 

(2) Probably all cases in this group are due to birth injury, although all 
cases of birth injury may not belong to this group. 

(3) Since education at first proceeds almost entirely by sensori-motor 


paths there is in early childhood a deceptive appearance of gross mental 
defect. 
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(4) In later childhood progress may be rapid and recovery almost com- 
plete. The difficulty is overcome by the remarkable persistence in effort 
which is characteristic of most of these children. Even when voluntary 
movements remain stiff and awkward the child may be a quick learner by 


eye and car. Inco-ordination may remain though character and intelligence 
may be on a higher plane. 


Portal pyemia secondary to umbilical infection. © Suppurative pylephlebitis 
secondary to umbilical infection is rarely seen nowadays. ‘The author 
records such a case in a female infant aged 16 days. It appears highly 
probable that the infection took place in a clot in the umbilical vein which 
spread to the liver. Although the navel was soundly healed the intra- 
abdominal part of the umbilical vein was full of pus. 

Acute puerperal inversion of the uterus. Two cases occurring in hospital 
practice are recorded. The first occurred during the third stage of labour. 
Supra-pubic pressure and traction of the cord had not been practised. The 
placenta was pecled off the inverted uterus which was then replaced. The 
patient appeared moribund and blood transfusion was performed. Recovery 
was complete. 

The second case occurred in a multipara after a forceps delivery and 
severe post-partum hemorrhage. On the sixteenth day during defecation 
the patient felt her ‘‘ womb drop,” and the uterus was found to be inverted. 
It was replaced manually with some difficulty owing to rigidity of the 
cervix. Recovery was uneventful. F. E. T. 


Zentralblatt fiir Gynadkologie. 
No. 5, February 3rd. 


Lumbar puncture in the treatment of eclampsia. TH. HEINEMANN. 

Affections of the skin in the climacteric and their therapy. R. BAUER. 

On primary abdominal pregnancy. L. SELIGMANN. 

A case of full-term ovarian pregnancy. J. JACUB. 

*On the conservative treatment of pyosalpinx by laparotomy. E. Honck. 

My experience with Kieiland-forceps. E. MOIMANN. 

On the question of the biological chemical fluor therapy. An answer to 
Dr. Schweitzer. A. LOKSER. 

Remarks on R. Hornung: rupture of the symphysis intra-partum. S. 
STIASSNY. 

No. 6, February toth. 

Statistics of premature birth and congenital lues. E. KEHRER. 

On adenomyohyperplasia (Robert Meyer) rectovaginalis and its relation 
to myoma. A. PINCSOHN, 

On the symptomatology of intraperitoneal bleeding. H. ScHMIpT, 

On the question of spontaneous loosening of ovarian cysts fixed in the 
pouch of Douglas. P. ALEX. 

Death from gas embolism after abortion. H. Naujous. 

A case of emphysema of the skin during labour. ALITIWEG. 

minor Ceesarean section.” H. DOERFLER. 
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No. 7, February 17th. 
On the pathology and therapy of parametritis posterior. P. BROESE. 
-*On the value of the phloridzin test in the diagnosis of pregnancy. K. 

BOERGER. 

On diffuse hypertrophy of the mammee in puberty. A. HEYN. 

Roéntgen rays and epilepsy. H. FRAENKEL, 

On the plastic closure of hernial openings by the uterus. H. HILGENREIER. 

Sliding hernia with the tube as sliding organ. F. SEIBOLD. 

New remarks on suture of the uterus and drainage in Caesarean section. 
A. Vv. REDING, 


“Operative treatment of uterine bleeding. M. PFEILSTICHER, 


No. 8, February 24th. 

On the clinic of hydronephrosis with wandering kidneys R. FRANZ. 

A pelvic kidney as impediment to birth. G. HaseLHorst. 

Intra-abdominal pressure and its significance for kidney troubles in 
pregnancy. W. GESSNER. 

On the question of pyelitis in the new-born. H. RUNGE. 

Anuria alter recurrence of carcinoma of the uterus. F. GOTTING, 

On intravenous injection of 4o per cent. urotropine solution to prevent 
post-operative infection of the urinary ducts, and the treatment of post- 
operative retention of urine. P. Gortz. 


No. 9, March 3rd. 

“On experiments with respect to the production of a kind of twilight sleep 
in parturients by clysmata of ether and oil. H. TuaLer and R. Husk. 

Topographical-anatomical instructions for my method of operation of 
vaginal defect after a rare case of rupture of urethra and bladder. G. 
SCHUBERT, 

A case of spontaneous intrauterine tear of the umbilical cord during labour. 
C. GELLER. 

On retention of the umbilical cord in insertio velamentosa. F. HEINLEIN, 

Two rare tubal tumours : myoma and carcinoma. P. SCHAEFER. 

The operative treatment of descent and prolapse of the female genital tract 
according to the Wertheim-Schauta operation : inter-positio uteri. P. 
GOLDBERG. 

Extraperitoneal way to render the sides of the uterus accessible in rupture 
of the uterus. Prolapse of the feet next to the head. F. LEMPERG. 
On Hoeck’s article in No. 34, Zbl. f. Gyn., on rupture of the uterus with- 

out visible contraction ring. K. N&uwirtH. 


No. 10, March toth. 
*On promontoriifixation. H. ScHMIb. 
On the question of complication of pregnancy by inflammatory tumours 
of the adnexa. G. RICHTER. 
Fistula of the abdominal wall after abscess of the corpus luteum. M. 
LINDEMANN. 
On the treatment of puerperal fever with argochrom. H. Baum. 


On active turning of the child after version from the dorso-posterior 
position. F. 


On atypical growth of epithelium on the cervix uteri. C. GELLER. 


Hydro- and balneo-therapy in gynecology with reference to Bad Nauheim 
and its sources. W. Momo. 
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No. 11, March 17th. 
Mechanics of labour. A. MUELLER. 
Combined therapy of sublimate-salvarsan in puerperal fever. H. KIRHNE. 
Remarks on albuminuria in pregnancy. D. Fucus and A. v. FEKETE. 
Further contribution to the question of torsion of the tube. K. LAEMMLE. 
Morphia poisoning in the new-born. J. Brock. 
Therapy of fluor by permanent douche. R. Kuun. 


No. 12, March 24th. 

On the mechanism of the erectability of the female mamilla. P. Scuu- 
MACHER. 

The treatment of the female breast with diathermy. W. Vey. 

On the limitation of manual gynecological massage by diathermy and 
diathermic douches. W. IANDEMANN. 

On the question of births and hypnosis. Scnurtze RoUNHOFF. 

Again : Has the war diminished the operability of carcinoma of the uterus. 
F. WOLFF. 

Remarks to the article of Prof. Schweitzer in No. 50, 1922, Zbl. f. Gyn. N. 
CUKOR. 


No. 13, March 31st. 

*On the normal quantity of blood in pregnancy. G. KusBoTu. 

Chondrodystrophia and pregnancy. E,. WEHEFRITZ, 

A new model of aorta-compressorium. K. RIEDEHER. 

On ulcus rodens vulvee. F. Jrss. 

Pregnancy after bilateral inflammatory adnexal tumours. A. Kocn. 

On the symptomatology of tubal rupture in extrauterine pregnancy. D. 
HERZFELD, 

On washing the hands and bathing the patients before operation. E. 
ECKSTEIN. 

Therapy with protein bodies in febrile abortion. J. TREBING. 


No. 14, April 7th. 
On tetanus puerperalis. W. Simon. 
“On the question of the indications for internal examination by midwives, 
W. Rosert. 
A case of prolonged tubal pregnancy with a dead child. J. ROSENBLATT. 
On the ‘‘ minor Caesarean section ’”’ of Doerfler. H. 
On the «etiology of deflected positions. F. Jrss. 
A fatal case of gas embolism in the puerperium. U. Gioppo. 


No, 15, April 14th. 

On the question of the genesis of the ‘‘ Urnier’’ of adenomyomata. R. 
MEYER. 

On the operative therapy of fistula of bladder and vagina. J. HALBAN. 

On the knotting of the ureter. H. MiIcuarn. 

A case of multiple formation of calculus in ureter and kidney during 
pregnancy. A case of a urcter-cervix-vaginal fistula: remarks on 
intra- or extraperitoneal operation in diseases of the ureter. O. KN&ISE. 

On the operative treatment of female epispadias. FE. Linck, 

Plastic of the sphincter muscle by free transplantation of the fascia in 
incontinence of urine. D. MALuscnenr. 

The cure of enuresis nocturna by thermopenctration. J. v. BUBEN, 
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No. 16, April 21st. 

On fascia-suspension of a prolapsed uterus. O, POoLANo, 

Experiences with newer disinfectants in laparotomy, especially with 
rivanol. E, Vocrt. 

Proposals for the protection of the ovaries in post-operative X-ray treat- 
ment. W. OFFERMANN, 

*On the value of prophylactic Réntgen treatment in carcinoma of the cervix. 
H. FACHERL, 

Ileus in pregnancy. S. GOLDSCHMIDT. 

Further methods of drainage of the uterus without drain and tampon in 
“unclean cases of Caesarean section, A. Vv. REDING. 


No, 17, April 28th. 

On the complication of pregnancy with carcinoma of the uterus. B. 
SCHWEITZER. 

Critical review of the Kielland forceps. K. Finck. 

A contribution to the statistics of febrile abortion. F. PEYSER. 

Older and newer views on the theory of birth. H. SELLHEIM. 

Remarks on Sellheim’s explanation of the torsion of ovarian cysts. D. 
PULVERMACHER, 

On the importance of the corpus luteum for the female organism. J. 
Novak. 


No. 18, May 5th. 

On serum examinations for syphilis in the new-born of healthy and luetic 
mothers and on the modes of infection in latent congenital syphilis. 
P. EScH. 

On the treatment of commencing incarceration of the retroflexed pregnant 
uterus. F. UNTERBERGER. 

On the mutual relations between genital and mammary function.  B. 
SCHWEITZER. 

*Origin and diagnostic significance of the cutaneous strive during preg- 
nancy. P. SFAMENI. 

Albuminuria and formation of infarcts. U. v. RAVENSTEIN. 

Primary mortality in the radical operation of Freund-Wertheim. F. 
SUSSMANN. 


On the conservative treatment of pyosalpinx by laparotomy. The author has 
gained the experience in some laparotomies for acute pyosalpinx that the 
fever soon diminished and the pus was resorbed after only the biggest 
adhesions had been loosened and the abdomen was closed without the 
tumours having been taken away. He therefore advises (on the experience 
of three cases!) conservative laparotomy as the shortest and best curative 
in acute inflammatory processes with high fever, severe pain and serious 
troubles. 


The ‘‘ minor Cesarean section.” Well sounding name for an operation in 
which the ovum is taken from the uterus by cross incision above the cervix, 
peeling out the ovum with the finger, and at the same time the woman is 
sterilized by ligating the tubes in a peculiar way. (In No. 14 of the Zentral- 
blatt, Sellheim points out that already in 1913 he performed the same 
operation, which is still regularly done in German hospitals.) 
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On the value of the phloridzin test in the diagnosis of pregnancy. Experi- 
ments with 55 women, of whom 28 were pregnant and 27 were not. If the 
test is negative pregnancy cannot be excluded. The test may be positive 
if there is no pregnancy or also when a placenta no longer fresh is in 
connexion with the maternal organism. As the test is very often positive 
in pregnant women (82 per cent.) a positive result renders the diagnosis of 
pregnancy most probable. 


Operative treatment of uterine bleeding. According to the author, women 
who are still far removed from the climacteric and suffer from bleeding from 
the uterus, which cannot be stopped by curettage and medicinal treatment, 
are often treated wrongly with Réntgen rays, which castrate these young 
women. If these women have children the author resects per vaginam a 
great part of the uterus, so that a uterus of about one-third of the normal 
size remains and then the bleeding is reduced to within normal bounds. 
If further progeniture should not be excluded he proposes to leave the 
uterus intact, but to remove about one half of both ovaries! 


On experiments with respect to the production of a kind of twilight sleep in 
parturients by clysmata of ether and oil. The author wants to reduce the pains 
during childbirth without bringing the women under hypnosis or scopo- 
lamine-morphine twilight sleep. He injects into the rectum a mixture of 
ether and oil and repeats this procedure, if necessary, several times, so that 
the women hardly perceive the pains and yet do not suffer from the dis- 
advantages of inhalation narcosis. In 88 out of 100 women he obtained the 
desired result, i.e., an amnesia post partum and none of the children died 
from the application of this method. 


On promontorii fixation. An operation which may only be done where by 
vaginal or other simpler methods the proposed result cannot be obtained 
and only then if the posterior part of the ostium externum can be brought 
easily towards the promontory. Then this operation is preferabie to the 
other operations for prolapse because a fixed point (the os sacrum) is chosen 
to hang the uterus on. The danger of ileus, however, is a serious drawback. 


On the normal quantity of blood in pregnancy. The author has studied this 
old question with new methods (injection of 10 cc. sterile 1 per cent. solution 
of Congo-red into a vein; after four minutes the taking of 15 cc. of blood 
from another vein; determination of the degree of colouring of the plasma 
in the colorimeter of Autenrieth). Eleven non-pregnant and 20 pregnant 
women were examined. In the first the total quantity of blood amounted 
on an average to 6.21 per cent. of the weight of the body; in the pregnant 
to 6.86 per cent. of the reduced weight of the body. Consequently gravid 
a terme who weigh 50 to 70 k.g. show an increase of the quantity of blood 
by 300—450 grams. 


On the question of the indications for internal examination by midwives. In order 
to reduce the risk of infection in the puerperium as much as possible, 
Robert (Schroeder’s hospital in Kiel) advises to teach midwives the external 
examination with the greatest care and to allow internal examination only 
in those cases where the external is not clear enough, and secondly, if 
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there is a suspicion of placenta praevia, the doctor not within reach and the 
bleeding increasing, and thirdly, if there is a suspicion of a persistent 
occipito-posterior case. 


On the value of prophylactic Roentgen treatment in carcinoma of the cervix. 
A plea for after treatment with Réntgen rays of radically operated cases of 
carcinoma of the cervix, yet not with the greatest possible doses but only 
with 4 of 3. Before the application of this after treatment the hospital 
(Graz) had recurrences in 56, 25 per cent. of the cases (within five years 
after the operation). Since the after treatment with X-rays is applied only 
35-88 per cent. of the cases had recurrences. Both numbers without 
taking into account those who never showed themselves again. If these 
are counted as recurrences the numbers become respectively 59.17 and 50.72 
per cent. 


Origin and diagnostic significance of the cutaneous strie during pregnancy. The 
formation of strice is dependent on three co-operating factors: (a) on the 
degree of stretching of the abdominal wall by the growing uterus; (b) on 
the deposition of fat in the subcutaneous cellular tissue; (c) on the simulta- 
neous co-operation of these two factors during a short period. Therefore 
pregnancy almost always causes other conditions which lead to an increase 
of the abdominal contents (tumours, ascites, etc.) ; hardly ever strice. The 
stricze on the abdomen, the mammze and the upper legs differ in direction, 
arrangement and quality, owing to the difference in stretching to which 
the skin is exposed in these different regions by local anatomical conditions. 

T. A. WIJSENBEEK. 


Lancet. 
January 27th, 1923. 
Indications and results of myomectomy for uterine fibroids. A. E. GIxs. 
A note on the survival of a premature infant under artificial feeding. P. 
T. O’FARRELL. 
An apparatus for collecting urine from female infants. D. PATTERSON and 
E. A. LeviseNt. (New Inventions.) 


February 3rd, 1923. 
*A case of extrauterine pregnancy. A. McMurray. 
A case of retroperitoneal fibroma arising from the anterior common liga- 
ment. W. H. OGILVIE. 
February 17th, 1923. 
The late Dr. J. W. Ballantyne and ante-natal work. W. ROBERTSON. (Cor- 
respondence.) 
February 24th, 1923. 
Charles White (Annotation). 
The treatment of vaginal discharge. A. W. BouRNE. 


March 3rd, 1923. 

*The treatment of menorrhagia by radium. G. BLACKER. 

*Attacks of arrested respiration in the new-born. G. F. STI. 
Gonorrhcea in women treated with contramine pessaries. G. W. RUNDLE. 
Lethargic encephalitis and pregnancy. (Annotation.) 

Ergotism with gangrene of the toes, F, PARKES WrBER (Correspondence). 
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March 24th, 1923. 
Sterility in women. R. A. Gibsons. (Correspondence.) 
. The treatment of menorrhagia. D. VENN-DUNN. (Correspondence.) 


March 31st, 1923. 
*Syphilis and marriage. AMAND ROUTH. 
*The treatment of eclampsia (Special article). FitzGrpson, 


A case of extra-uterine pregnancy. A multipara doing heavy household 
work progressed to full term with an extra-uterine pregnancy without 
showing any signs or symptoms. Then pain in the right side was 
experienced, and at operation an almost full-term child was found floating 
about in an abdomen full of blood. The placenta was well confined to the 
right broad ligament. The membranes were extremely thin and only 
adherent at one small spot to the omentum. The uterus was the size of a 
two and a half months’ pregnancy. Both mother and child died. 


The treatment of menorrhagia by radium. From July 1916, to June 1922, 
Blacker has treated 77 cases of menorrhagia by the intra-uterine application 
of radium emanation or radium element. His, cases included profuse 
hemorrhage at the menopause, haemorrhage associated with fibromyomata 
of the uterus, and menorrhagia unaccompanied by any general or pelvic 
disease. Full particulars of the technique employed and the results obtained 
are given, and Blacker concludes that ‘‘ the results obtained by those who- 
have employed radium in the treatment of hamorrhage from the uterus 
show that it is a valuable and efficient method of controlling excessive 
haemorrhage at the menopause ; that it can be employed safely for the same 
purpose in small uncomplicated fibromyomata of the uterus, and that by 
its means excessive menorrhagia in young women which resists ordinary 
methods of treatment can be brought under control.” 


Attacks of arrested respiration in the new-born. Still describes a condition 
characterized by attacks of arrested respiration of sudden onset and without 
the slightest warning which occur in the new-born and in infants up to 
five weeks’ old. Still has seen five cases of this condition and only one 
recovered. The appearance of the attacks, their sudden onset, and the 
good condition of the infant during the intervals, Still thinks is suggestive 
of some affection of the respiratory centre rather than of any secondary 
asphyxia from insufficient expansion of the lung. 

If life is to be saved the infant should be watched closely night and day 
until the attacks have been absent for some days. Artificial respiration 
and oxygen should be applied when the attacks commence, any delay in 
beginning artificial respiration only diminishing the chance of recovery. 


Syphilis and marriage. Routh considers that syphilis and marriage is the 
cause of more individual, social, and national trouble than any other disease 
affecting family life and that although it is recognized by health authorities, 
doctors, and legal experts that syphilis and marriage should never be 
associated, this is only beginning to be realized by the State and by the 
nation at large. He discusses the difficulties associated with the prevention 
of infected persons from marrying, with professional confidence and ‘ 
“ privileged ’? communications, the notification of syphilis, and health 
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certificates. He also discusses matrimonial laws regarding venereal disease 
and the treatment of syphilis during marriage. He considers that the 
results of treatment of ante-natal syphilis are more startling and the success 
greater than could have been imagined ten years ago, but that the treatment 
of the congenital syphilitic child, begun only after birth when the latent 
period of syphilis is over, is very unsatisfactory, especially if the Wasser- 
mann reaction is positive. He would like to see further research under- 
taken on the question of seminal infectivity. 


The treatment of eclampsia. FitzGibbon outlines the method of treatment 
of eclampsia adopted at the Rotunda Hospital, Dublin, which is aimed at 
the elimination of the toxin. During the past three years FitzGibbon has 
treated forty cases of eclampsia by this method with four deaths. He 
considers the Rotunda Hospital method the most satisfactory of the methods 
of treating eclampsia now at our disposal. F, E. T. 


American Journal of Obstetrics and Gynzxcology. 
Vol. v, No. 2, February, 1923. 
Presidential Address before the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons. SKEEL. 
A clinical consideration of tumours of the breast. EZERDMANN. 
The cervix a focal point of infection, DICKINSON. 
*Radium in the treatment of uterine haemorrhage of non-malignant type. 
WEISS. 


The present status of surgery in the treatment of fibromyomata uteri. 
TRAcy. 

*The pathological reaction of tissue extract (cytost) liberated in pregnancy. 
TURK. 

Does menstruation influence blood concentration? TYLER, 

*Spontaneous rupture of the body of the uterus during pregnancy. Kanr. 

The cause of tubal pregnancy and tubal twinning. ARry. 

Report of a case of labour complicated by ovarian cyst and smallpox. 
Operation : spontaneous delivery: recovery. BARTHOLOMEW. 

The service of an obstetric clinic to the community. Morsr. 

*The management of the placenta in abdominal pregnancy, with a case 
report. JEWETT. 

An anal shield. GREENHILL. 

Benzine and iodine v, soap and water scrub in the preparation of partu- 
tient women for delivery. IRVING. 

Collective review—Midwifery in India. Das. 

Selected abstracts—abdominal Czesarean section. 


Radium in the treatment of uterine hemorrhage of non-malignant type. Weiss 
reports the after-results on one hundred cases of menorrhagia treated by 
means of 50.0 mg. of radium screened by a 2.0 mm. brass capsule and rubber 
tubing. 

The menorrhagia was due to myomata in 83 per cent., and was 
‘adolescent ”? in 4 per cent., and ‘‘ functional ” in 13 per cent. In select- 
ing myoma cases for treatment only those tumours of not larger than three 
months’ gestation were included ; and predunculated intra-ligamentary and 
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degenerated tumours were excluded. Likewise any evidence of inflam- 
matory changes in the adnexa was regarded as a contraindication to 
radiation. The danger of setting up acute symptoms in such cases has 
been repeatedly pointed out, and the author had two unfortunate experi- 
ences of this type in an earlier series of cases. 

The importance of a careful preliminary diagnostic curettage is empha- 
sized, and in one of the author’s cases a totally unsuspected carcinoma was 
discovered ; but whether a really satisfactory exploration of the uterus can 
be carried out without anesthesia, as Weiss suggests, is open to question. 

In two of the myoma cases subsequent hysterectomy was necessary, and 
in another a secondary pyemetrium from cervical stenosis demanded 
operation. A dose of 1,200 mg. hours is sufficient to induce a permanent 
menopause, and, in the author’s experience, the climacteric symptoms have 
appeared to be more acute than normally occurs. The administration of 
ovarian extracts has, however, mitigated the severity of the symptoms. 
When total cessation of menstruation is not desired, a dose of 200 mg. 
hours is satisfactory, but it may have to be repeated. The possibility of 
producing a menopause even with minimal dosage should be explained to 
the patient. In one instance, the use of radiation for 300 mg. hours pro- 
duced permanent amenorrhcea in a woman of thirty-two years of age. 


The pathological reaction of tissue extract (cytost) liberated in pregnancy. It has 
long been known to biologists that the toxeemia which occurs during 
pregnancy is due to the liberated poison of disintegrated cells. Turk’s 
experiments have satisfied him that only the tissue extract from an animal 
of the same species can cause the toxzemia of pregnancy. 

Sublethal doses of homologous tissue toxins can produce active immu- 
nity against tissue-toxin. Horses injected with human tissue-toxins can 
produce an antitoxin which has been used to immunise mothers against 
the toxin of pregnancy. There is not one toxin produced by a bullet wound 
and another by the surgeon’s knife. Likewise the toxin from tissue 
destruction in starvation and in pregnancy are all the same _ poison, 
producing characteristic symptoms or death, according to the degree of 
autolysis and the concentration of tissue-toxin. 

When an animal is starved it must autolize its own tissues and in this 
process certain unidentified substances are set free which have been named 
‘“metabolites.”” Identical substances are produced by autolysis from 
fatigue, tissue trauma or pregnancy. Bainbridge is quoted as having 
stated that metabolites are lactic and carbonic acid in addition to some body 
other than an acid, and that it is this unknown substance which is respon- 
sible for the harmful effects of tissue autolysis from whatever cause. The 
author positively asserts that it is the tissue-toxin itself which is respon- 
sible for the pathological effects. He has made the remarkable observation 
that all methods of extraction of the tissue-toxin by water, heat, coagulation 
and ashing yield the same active principle which he has named ‘‘ cytost.’’ 
The further chemical reactions of cytost are not given. In all experiments 
whether with autolyzed muscle, polypeptides, cauterized tissue or diphtheria 
toxin the same symptoms of vomiting convulsions and death were 
observed. It was immaterial whether the toxin was extracted in vitro or 
liberated within the animal. 

When pregnant animals were used, the tissue-toxin produced the 
classical symptoms and pathological changes of toxemia of pregnancy, 
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This constantly recurring syndrome linked up the toxemia of pregnancy 
with the toxaemia of shock, and made it clear that the biological basis was 
the same. 

The author’s conception of cytost—the active principle of tissue-toxin— 
is that it is not a poison but only a biological product which acts as a 
normal stimulus to life and causes cell division and metabolism. It is only 
when it is present in excess that it produces symptoms. An antibody 
‘‘anticytost ’? can be found in the blood setum. Records of a number of 
animal experiments are given which, the author concludes, demonstrate 
that low concentrations of homologous cytost stimulate cell mitosis and 
directly affect germ plasma. High concentrations on the other hand have 
a destructive action upon cells. 

The author concludes by a statement that toxsemias of pregnancy can 
be treated by immunization, but he gives no clinical information as to 
details or results. 


Spontaneous rupture of the body of the uterus during pregnancy. Kane, after a 
brief review of published records of spontaneous uterine rupture during 
pregnancy, reports the following example of this catastrophe. 

The patient, 19 years of age, gave a history of curettage following an 
incomplete abortion in 1918. She stated that she had had high fever for 
three weeks after operation so that infection may be inferred. She was 
seen in 1920 by the author when six months pregnant (apparently her 
second conception although there is no definite statement), and the uterus 
was then normal. On a subsequent date, though the exact period of preg- 
nancy is not stated, after a motor trip of several hours, she experienced a 
sudden sharp pain in the right lower quadrant of the abdomen. She had 
had similar attacks before which had been diagnosed as appendicitis. 

After the onset of the pain, which was continuous and progressive, she 
no longer felt foetal movements. She vomited frequently and the bowels 
did not act during the following two days. An enema then produced a 
large result. 

When seen by the author five days after the acute symptoms, her pulse- 
rate was 110 and of good volume. The temperature was 101° F. and she 
was very pale. The upper abdomen was distended and tympanitic; all 
below was of board-like rigidity and extremely tender. The maximum 
tenderness was over McBurney’s point. An indefinite tumour reached to 
the umbilicus. No foetal heart sounds or movements could be detected. 

The cervix was soft and high up and by forcing a finger through the 
cervical canal a portion of the foetus could be felt. The abdomen was 
opened upon a diagnosis of acute appendicitis, but the uterus was found to 
be torn from the fundus to just above the internal os in the mid-line of the 
posterior wall. About one-half of the placenta was extruded through the 
rent, but the feetus had not escaped. The abdomen was full of blood and 
clot. 

The patient’s condition was very grave and to save time the uterus was 
removed. She rallied from the operation but got out of bed on the second 
day and died shortly after. No autopsy was permitted. Microscopic 
examination showed extensive hyaline degeneration and round-celled 
infiltration of the myometrium. ; 

Commenting upon the case, Kane says that it would seem probable that 
the explanation of the rupture lay in a chronic metritis resulting from the 
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curettage. The appendages were adherent, and this may have been a 
predisposing factor in that it hindered the upward growth of the uterus. 


Management of the placenta in abdominal pregnancy, with a case report. ‘The 
difficult question of how best to deal with the placenta when from its 
situation the arrest of haemorrhage cannot be secured by suitable sutures 
has long troubled surgeons when operating upon cases of abdominal 
pregnancy. 

The alternatives to removal are marsupialization or to leave the placenta 
in situ with or without drainage. The dangers of marsupialization lie in 
sepsis and secondary haemorrhage, and to leave in situ and drain appears 
to be subject to similar risks. On the other hand, in the cases in which 
the placenta has been left undisturbed and the abdomen is closed without 
drainage, secondary haemorrhage has not been recorded. There is always 
the danger of late sepsis, but in Jewett’s opinion this could be controlled 
by posterior coipotomy. Beck, from a review of the literature up to 19109, 
is quoted as having shown that the mortality is lower when the abdomen 
is closed without drainage. 

In spite of this the author cannot find any records of this method having 
been employed since the publication of Beck’s paper. In the case here 
recorded it was the procedure which he adopted. 

The patient, aged 34, had had one child seven years previously. When 
three weeks’ pregnant with her second child she began to have rather 
excessive nausea and vomiting with considerable pelvic pain. This was 
followed by vaginal bleeding which was diagnosed as a threatened abortion 
and treated by dilatation of the cervix, vaginal packing, etc. ‘The pain 
continued but at no time was it acute. She was first seen by the author 
when seven months pregnant. He diagnosed an abdominal pregnancy and 
kept her under observation until just upon full term when he opened the 
abdomen and delivered a living child, which, however, did not long survive. 

The placenta was adherent to the back of the uterus and broad ligament 
and extended up over tie iliac vessels at the brim of the pelvis. Its 
removal appeared impossible so it was left in situ and the abdomen closed 
without drainage. 

Convalescence was straightforward, but six months after a tender mass 
could still be felt behind the uterus; the patient, however, complained of 
no discomfort and menstruation was regular. 


Vol. v, No. 3, March, 1923. 

The palliative and operative treatment of prolapse of the uterus. Hirst. 

Clinical aspects of blood loss in labour. Harper. 

Uterine displacements in pregnancy. MCCLELLAN. 

Functional dystocia in normal pelves: recognition and management, 
HARRAR. 

Pituitrin in the second stage of labour. Tarr. 

Malformations of the uterus and appendages. Jonés. 

Should pubiotomy be recognized as a justifiable operation in obstetrics ? 
BILL. 

Report of a case of genital abnormality and acute appendicitis in a girl 
of eight. YATES. 

The tragedy of a sacral periosteal sarcoma. REDER. 

*Report of a case of toxeemia of pregnancy, with acute yellow atrophy of 
the liver. OASTLER and JAcost. 
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Focal infections and their clinical relations to metastases in the female 
genitalia. 

*A new measurement as an aid in the diagnosis of rachitic and generally 
contracted pelves. WkELF and ALLES. 

Menstruation —an inquiry into its etiology. Kross. 

*The identification of babies in maternities. Dr Lun. 

Selected abstracts— radiotherapy. 


Report of a case of toxemia of pregnancy with acute yellow atrophy of the liver. 
Oastler and Jacobi report an example of this condition followed by recovery. 
A very complete account of the chemistry of the blood is supplied. Leucin 
and tyrosin together with blood bile and casts were found in the urine. 

The patient, aged 29, had had one child and three miscarriages—the 
last of which had occurred ten months before the onset of acute symptoms. 

On admission to hospital she complained of persistent vomiting, severe 
headache, dizziness and pain in the lower abdomen. She had not mens- 
truated for seven months, and, although the notes do not state the actual 
period of pregnancy, the author, in replying to the discussion, said that the 
uterus was enlarged to the size of two months’ gestation. 

An exploratory laparotomy was performed upon a diagnosis of extra- 
uterine gestation, but nothing abnormal was found. Subsequently the 
uterus was evacuated. The patient recovered twenty-five days after this 
operation, but from an obvious confusion in dates it is impossible to 
determine the total duration of the illness. 

The general treatment consisted in the administration of glucose, 
alkalies and sedative drugs. 


A new measurement as an aid in diagnosis of rachitic and generally contracted 
pelves. Welz and Alles describe a measurement which gives the height of 
the pelvis from the tuberum ischii to the highest point upon the crest of 
the ilium as measured by calipers. This new diameter is best taken with 
the patient in the Sims’s position, and, after deducting 1.0cm. for soft 
parts, the average measurement is found to be 21.0cm.; if reduced to 
20.0 cm. or less a thorough internal examination of the pelvis is indicated. 


Outlet contractions and funnel pelves show no definite alteration in this 
diameter. 


The identification of babies in maternities. Nurses will rarely admit the 
possibility of incorrect identification of infants born in a maternity hospital, 
but De Lee has had personal experience of several instances, and, as a 
result, a very complicated system of cross-checking has been instituted at 
the Chicago Lying-in Hospital. A detailed description is given of this 
system which appears capable of simplification when it might be of use to 
maternity hospitals in this country. W. W. KING. 


Miinchener Medizinische Wochenschrift. 
No. 1, January 5, 1923. 
*Post-operative prophylactic irradiation for carcinoma. of the uterus. 
WINTER. 


*On the treatment of urethral gonorrhcea in women. ARNETH and 
FABRITIUS. 
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No. 2, January 12, 1923. 
*Caustics in iitra-uterine treatment. SIGWART. 
*On the diagnostic value of revision of the cavernum uteri in anomalous 
heemorrhages. HESSE. 
Rupture of the umbilical cord causing fatal hcemorrhage in the child in 
normal labour. NASSAUER. 
An unusual finding in abortion and its clinical symptoms. Honck. 


No. 3, January 17, 1923. 
*On the explanation and treatment of hyperemesis gravidarum, ALBRECHT. 

The prognosis of tuberculosis in sucklings. LANGER. 

*The clinic of the climacteric. HALBAN. 

Completion of the explanation of torsion of the pedicle in internal organs, 
with special reference to torsion strangulation and knotting of the 
umbilical cord. (Reply to Schaelz in No. 43 of Miinch. med, Wochens.) 
SELLHEIM, 


No. 5, February 2, 1923. 
*Birth injuries of the foetal brain and their consequences. SIRGMUND. 
*Tracheal catheter and the transmission of syphilis. SiGwart. 
*The treatment of women with myomata. NASSAUER. 
*Sterility in the female. NASsAUER. 
Localization of the portio in gynecological Réntgen-radiation. BARTRAM. 


Post-operative prophylactic irradiation for carcinoma of the uterus. Winter 
found that somewhat better results were obtained in cases of carcinoma of 
the uterus which were irradiated after operation than in cases without this 
after-treatment. He considers that the question of dosage requires further 
study. 


The treatment of urethral gonorrhea in women. Arneth and Fabritius 
insist on the value of energetic treatment of gonorrhoea of the female 
urethra, even when the chief focus of the disease is in the cervix for which 
milder methods of treatment are advocated, 


Caustics in intra-uterine treatment. Sigwart considers that caustics applied 
on Playfair’s probes or similar instruments do not reach the interior of the 
uterus, being squeezed out in passing through the cervix. He has therefore 
invented an instrument, consisting of a suitable bent narrow tube, which 
ensures the reagent reaching the uterine cavity. 


The diagnostic value of revision of the cavernumuteri in anomalous hemor- 
rhages. Hesse considers that in cases of uterine haemorrhage digital 
exploration of the cavity of the uterus should always be employed. He 
gives details of cases of polypi which were discovered by this method after 
being missed by other methods of examination. 


The explanation and treatment of hyperemesis gravidarum. Albrecht con- 
siders that increased irritability of the vagus nerves from psychic causes is 


the basis of hyperaemesis in pregnancy, and in his hands psycho-therapy 
was successful in 52 cases. 
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The clinic of the climacteric. Halban finds that, as a rule, older women 
bear stronger children than young ones, and attributes this to the increase in 
size of the ova as found in lower animals. From the teleological point of 
view the menopause is due to the longer care which children needed com- 
pared with young animals, and an old mother could not provide for them 
long enough. The loss of ovarian secretion induces metabolic disturbances, 
especially in respect to calcium and fat. The sympathetic nervous system 
shows increased irritability and psychic disturbances and _ hysterical 
phenomena are liable to occur. Pre-climacteric haemorrhages demand 
urgent investigation and curettement is often necessary for diagnosis. Hot 
flushes are favourably influenced by venesection. Hydrotherapy, theo- 
bromin and organotherapy provide the most successful remedies. 


Birth injuries of the foetal brain and their consequences. Siegmund con- 
tends that in intracranial birth injuries the vascular system is most directly 
affected, causing disturbance of the circulation, stasis and diapedesis of 
erythrocytes resulting in impairment of the nutrition of the tissues. 
Necrosis may ensue, and such softening process may lead to the develop- 
ment of cysts, parencephaly, microgyria and sclerosis. Small foci of 
cicatricial softening are often found in the first six months. Subdural 
hemorrhage may lead to external hydrocephalus and intracerebral heemor- 
thage to internal hydrocephalus. Encephalodystrophia in the new-born is 
usually due to birth injury. Siegmund maintains that in making post 
mortem examinations of new-born infants one cannot fail to be impressed 
by the intense hyperaemia both of the skin and of the meninges and brain 
tissues, and is convinced that many deaths during delivery are due to 
minute hemorrhages and diapedesis resulting from birth trauma. 


Tracheal catheter and the transmission of syphilis. Sigwart records a case 
where a maternity nurse developed a primary syphilitic lesion on the tonsil 
after aspirating mucus from the throat of a new-born infant through a 
tracheal catheter. A search through the literature has revealed another 
similar case—that of Wigglesworth in 1884. 


The treatment of women with myomata. Nassauer insists on the importance 
in treating the patient when suffering from myomata and not merely the 
local condition. ‘The hemorrhage may be treated by irrigations, curette- 
ment or radical operation. The beneficial effects of curettement seldom 
last more than a few months, whilst thrombosis and embolism have been 
observed after this operation. The circulatory system is often disturbed 
and any disorder of the action of the heart without manifest cause should 
suggest possible myoma. Since malignant degeneration is by no means 
rare women with myomata should be kept under permanent surveillance. 


Sterility in women. Nassauer records the successful artificial insemination 
of nine women who had previously been sterile. The semen was introduced 
into the uterine cavity by means of an instrument designed by the author, 
termed by him the “ Fructulet,” and described in the Miinchener med. 
Wochenschrift in 1920. F. E. T. 
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The following abstracts are reprinted from ‘‘ MEDICA, SCIENCE: 
ABSTRACTS AND REVIEWS,” by kind permission of the Medical Research 
Council. 


On the anatomical proof of congenital syphilis. HrpINGER, E. Beitr. z. 
path. Anat. wu. z. allg. Path., 1921, 69, 10. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,”’ 123, viii, I. 

The post-mortem examination of a still-born infant led to the anatomico- 
pathological diagnosis of congenital syphilis. However, the most accurate 
search for spirochaetes was attended by negative results. Neither of the 
parents knew of having been infected by the disease and the Wassermann 
test carried out on their blood was negative. A year afterwards another 
still-born infant of the same parents showed the same morbid picture, but 
spirochaetes were not found and the Wassermann test was again negative. 
In spite of this the diagnosis of congenital syphilis was returned and the 
case made known in the hope of provoking the publication of similarly 
interesting cases. Cc. D: 


A case of struma of the ovary. Paropi, A. Pathologica, 1922, 14, 529, 
572, 578, 615 and 727. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews,”’ 1923, viii, I. ‘ 

All the cases so far described (58) are summarized and the opinions of 
the various authors discussed. According to Parodi, tumours of the sort 
are teratomata formed exclusively or in great part of thyroid tissue. They 
may be benign or assume a malignant character according to the nature of 
the tissues of which they consist. CD F. 


Two cases of scleroma neonatorum with hypertrophy of the thymus. 
BuscEMI-GRIMALDI, A. Arch. f. farmacol. speriment., 1922, 34, 94 and 113. 
Abstracted from ‘‘ Medical Science : Abstracts and Reviews,’ 1923, viii, 1. 

A hyperplastic condition of the thymus associated with complete absence 
of eosinophile cells in the same organ were the only histopathological 
lesions found in two cases of scleroma neonatorum. Cc. Dirk: 


On the treatment of fibromyomata by radium. NoGier, T. Journ. de radiol. 
et d’electrol., 1922, 6, 477. Abstracted from ‘‘ Medical Science : Abstracts 
and Reviews,” 1923, viii, 2, 173. 

The author claims that he has not had one failure among the cases he 
has attended in private practice during the last two years. Although it 
may be recommended to treat only those fibroids which do not come above 
the umbilicus, the author has tried to treat some reaching two or three 
fingers’ breadth above; they have retrogressed to a half on the average, and 
the haemorrhages completely disappeared. Small fibroids disappear well 
under radium, and hemorrhages are stopped immediately. In cases which 
are too weak for operation by reason of the loss of blood, radium does an 
immense amount of good. One case is cited in which a single application 
of radium definitely stopped the haemorrhage which 15 s¢ances of X-ray 
therapy had failed to suppress. The great superiority of radium therapy 
over X-ray therapy is that the disappearance of the metrorrhagia is obtained 
almost as quickly as if one removed the tumour. The author then brings 
forward criticisms on points brought forward against radium therapy : (1) as 
regards general anesthesia, he generally prefers it, as it allows a rapid and 
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painless dilatation of the cervix and also a diagnostic curettage if necessary. 
(2) To the objection that radium therapy often leads to phenomena of 
infection he replies that infection is very rare if the dilatation be carried 
out carefully, without tearing the cervix and with all aseptic precautions ; 
drainage should also be obtained. (3) Haemorrhage five or six weeks after 
treatment can be obviated by employing a proper technique. (4) The 
objection that an epithelioma may be missed fails if one uses general 
anesthesia and a diagnostic curettage. In conclusion, the author sums up 
the advantages of radium therapy and states that it has a great future. 

P. L,.-B. 


On three fibromyomata of the uterus which are refractory to X-ray therapy. 
BecLeRE. Journ. de radiol. et d’electrol., 1922, 6, 471. Abstracted from 
“ Medical Science : Abstracts and Reviews,’ 1923, viii, 2, 174. 

In a previous paper the author stated that X-ray therapy almost always 
caused a cure, and from this he asks the question as to whether some 
fibroids are refractory to X-rays. An important distinction must be made 
between fibroids irradiated before or after the menopause : in the paper the 
first class alone is studied. The usual course of events is described, and 
the author then asks whether cure can always be obtained, and divides the 
question into two parts, (1) can suppression of the menstrual function with 
more or less marked retrogression of the tumour always be obtained ? and 
(2) these conditions fulfilled, can the ultimate aim of treatment, namely, 
the complete disappearance of loss of blood, always be obtained? As 
regards the first part the author emphatically asserts that the result always 
can be obtained and gives details of ten cases in support of his assertion. 
After the menopause has been produced, hot flushes are almost always 
experienced ; and the author states that the existence of these is practically 
incompatible with the return of the periods and the {ncrease in size of a 
retrogressing tumour. If a woman with fibroids, after X-ray therapy, 
complains of flushes and loss of blood, it is stated that one may be sure that 
the uterus itself and not the ovaries is at fault. A polypus or fibroid in 
process of extrusion may be the cause; if, however, the cervix is firm and 
closed, the question may arise as to whether it is a submucous fibroid or 
carcinoma of the body of the uterus. The author states that he has only 
seen one case of the latter condition, but that if it is suspected a diagnostic 
curettage should be performed; in the former condition the bleeding may 
or may not need further treatment, sometimes it clears up without. Out of 
seven hundred cases the author has only had seven that have not conformed 
to this general law as stated by him; these seven, after the menopause 
produced by X-ray therapy, have been forced to undergo hysterectomy 
because of persistent metrorrhagia. Most of these cases were treated some 
years ago, and the author thinks that if they had been treated at the present 
time with stronger and more penetrating rays some might have avoided 
operation. In the other cases the surgeon was calledin for fear of carcinoma 
of the body of the uterus, but after removal submucous myomata alone were 
found. These seven cases are reviewed shortly. 


In conclusion, the author believes that one should be very guarded in 
judging from these exceptional cases and concluding that a submucous 
fibroid contra-indicates X-rays, since he has had a large number of 
undoubted cases of this type which have reacted in the usual manner. The 
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only possible conclusion is that the exceptional failures of the treatment 
are due to submucous fibroids. 

In the discussion which followed, Belot said that many of the failures 
were due to bad technique; he thought radium therapy should come before 
X-ray therapy as being less dangerous and less troublesome to the patient. 
The author did not agree. Nogier also preferred radium therapy and gave 
his reasons. P. L.-B. 


The radiotherapy of post-menopausal fibromyomata. SoLoMmon, I. Journ. de 
radiol. et d’electrol., 1922, 6, 468. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,”’ 1923, viii, 2, 175. 

The author points out that although in most cases cessation of ovulation 
marks the commencement of retrogression of fibroids, it is not always so; 
he has seen cases in which the increase in size, compression, etc., after the 
minenopause has caused the lives of the patients to be miserable, and in 
many of these cases surgical intervention is often contra-indicated for 
various reasons. Radiotherapy, if properly applied, gives remarkable 
results; in six out of eight cases treated in the last two years there was a 
great diminution in the size of the tumour: in three of these the tumour 
disappeared almost completely. In some large, hard calcified post-meno- 
pause fibroids the retrogression is of a special kind called by the author 
foute parcellaise, the myomatous portion disappearing very rapidly while 
the fibro-calcareous part is influenced little if at all; the tumour thus pre- 
sents ‘ pits ”’ and “‘ bosses.’’ The radiotherapy of post-menopausal fibroids 
has enabled the author to demonstrate without doubt the direct action of the 
rays on the myomatous tissues because the menopause had done away with 
the ovarian factor and the tumours were continuing to enlarge before the 
application of the rays. Reference is made to the interpretation of the 
symptoms of Leitz and Wintz, but the author does not agree. At the end 
of the paper the notes of the six cases mentioned above are given fully. 


P. L.-B. 


Cures of cervix-carcinoma of not less than five years standing by radiation 
therapy. v. Seurrert. Fortschsh. a. d. Geb, d. Réntgenstrahlen, 1923, 30, 
123. Abstracted from ‘‘ Medical Science: Abstracts and Reviews,” 1923, 
Vill, 2, 175. 

Since January rst, 1913, no case of cervical cancer has been operated on 
in the Munich Gynzecological Department, and in the first five years (1913 
to 1917) practically all were treated with radio-active preparations, so the 
results can now be considered from a five-year case standpoint and com- 
pared with the operation results from 1908-12. The cases are divided into 
four groups: operable, boundary, inoperable, and hopeless cases. Of the 
operable cases, 110 were operated on, with cure of 46 per cent.; 77 were 
radiated, with cure of 48 per cent., and of these 77, 43 had a complete radium 
treatment with 80 per cent. cure. (Many patients reported only once or 
unsatisfactorily.) Of the boundary cases, 57 were operated on, with cure 
of only 5 per cent. ; 90 were radiated, with cure of 26 per cent., and of these 
go, 50 had full treatment, with 36 per cent. cure; 92 ‘‘ inoperable ”’ cases 
were operated on in 1908-12, with cure of none; 214 were radiated, with cure 
of 6 per cent.; of these 214, 121 with full radiation gave 11 per cent. cure; 
six ‘‘ hopeless ’’ cases were operated on, with cure of none; 119 were 
radiated, with cure of one. In all groups more cures were observed with 
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cases seen and radiated than with operation ; in border-line cases the results 
were at least four times better with radium than operation. Present X-ray 
methods and possible advances in technique are discussed. J. H. D. W. 


Osteomalacia. Corson Wuitr. Arch. Int. Med., 1922, 30, 620. Abstracted 
from ‘‘ Medical Science: Abstracts and Reviews,” 1923, vili, 2, 162. 

A study of the disease in animals. It was found to be specially frequent 
in the Cebidee monkeys, and also among birds, in doves and pheasants. 
An analysis of the diet of the Cebidae showed that it was poor in protein 
and fat, and rich in carbohydrates. The ash was low, predominantly acid, 
and showed only traces of calcium, phosphorus and iron. Vitamines were 
present in small quanties only, especially vitamine A. O. Ll. V. DE W. 


On a peculiar carcinomatous metastasis in the connective-tissue of the pelvis and 
on the dimorphous carcinomaa of the cervix uteri. Sritz, A Beitr. z. path. 


Anat. u. z. allg. Path., 1921, 69, 395. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,” 1923, viii, 2, 140. 

The primary tumour (of cervix uteri) was characterized by the presence 
of epithelial nodules and strands consisting of two different types of cells 
distinguished by the author by the terms ‘‘ ripe ’’ and “ unripe.” The ripe 
cells were situated at the periphery of the nodules and had the aspect and 
arrangement of a stratified epithelium, though with areas of keratinization. 
The unripe cells were situated in the central portions of the nodules and 
were easily distinguished from the ripe cells because of their irregular 
shape and size and their clear aspect. In many places they showed signs 
of necrosis. The metastatic new growth was found accidentally when 
removing the primary tumour and had the aspect of a large cyst. This 
contained a great amount of necrotic material and was lined by a stratified 
epithelium identical with the ripe cells of the peripheral portions of the 
primary nodules and strands. Very likely the metastatic growth had 
originally been formed by two types of cells of which the unripe ones had 
melted and disappeared into the necrotic mass of the apparent cyst. 


Epidermoid cyst of the connective-tissue of the pelvis. SimGre., P. W. Beitr. 
z. path. Anat. u. z. allg. Path., 1921, 69, 389. Abstracted from ‘‘ Medical 
Science: Abstracts and Reviews,” 1923, viii, 2, 139. 

‘Tumours of this kind are very rare, and the histological discrimination 
between them and both dermoid and vaginal cysts is sometimes rather 
difficult. 


1. Treatment of malaria in pregnant women and newly-born chlidren. NAGGAR, 
S. B. Practitioner, 1922, 108, 441. 

2. Pregnancy and malaria. WrseLKo, O. Ztsch. f. drtzll. Fortbild., 1922, 19, 
432. Abstracted from ‘‘ Medical Science: Abstracts and Reviews,” 1923, 
Vili, 2, 118. 

From his experience in the oases of Egypt, Naggar found that the fate 
of pregnant women attacked by malaria was as follows: (1) Abortion or 
premature labour. (2) Precipitate labour or birth of a dead child. (3) 
Normal labour, but with severe puerperal haemorrhage, which might end 
in puerperal septicaemia, pernicious anzemia, or death. (4) In a minority 
of cases normal labour and puerperium. 
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In the course of five years’ practice at Scutari (Albania), Weselko has 
treated 1,520 pregnant women suffering from malaria with the following 
results: abortion and premature delivery were very rare. Of the 1,520 
women, 1,416 were delivered at full term, 83 in the eighth month, six in 
the seventh month, three in the sixth month, five aborted in the fourth 
month, and seven between the second and third months. 


In examinations of the blood of 200 new-born children directly after 
birth, Weselko found the organisms of malignant tertian in 187 cases. 144 
of these children died of malignant tertian in the first week, and 28 in the 
second week. J. D. R. and G.W. 


On syphilis in pregnancy with special reference to treatment. GAMMELTOFT, S. A. 
Hosp.-Tid., 1922, 65, 82. Abstracted from ‘‘ Medical Science: Abstracts 
and Reviews,’’ 1923, viii, 2, 95. 

Gammeltoft has found that the incidence of syphilis among his obstetric 
cases at the Rigr Hospital at Copenhagen has risen gradually from 3.7 per 
cent. in 1912 to 7.7 per cent. in 1921. Since 1917, in the obstetric depart- 
ment ‘‘A,’? the Wassermann test has been carried out in every case on 
admission, and many latent cases of syphilis have thus been discovered. 
In almost every case, however, a positive Wassermann was associated with 
clinical signs of syphilis. Although the infant mortality was very high 
(Gammeltoft does not say exactly how high) in cases of maternal syphilis 
which had not been treated, the effect of the disease on the mother herself 
was comparatively slight. Fever during labour occurred in 2.2 per cent. 
of the syphilitic, and in 2.7 per cent. of all the maternity cases. 


There were two deaths among the syphilitic, but, as gonorrhoea had been 
present in both cases, this may possibly have been the cause of the fatal 
puerperal peritonitis. The puerperal morbidity among the syphilitic was 
20 per cent., among all the maternity cases in the same period it was 19.4 
per cent. But the puerperal morbidity was considerably greater after still- 
births than after the birth of living infants showing no signs of syphilis, 
the morbidity for the first class being 29 per cent., for the second only 17 per 
cent. When labour was completed spontaneously, the total puerperal 
morbidity was only 15 per cent., whereas it was 22 per cent. after still-births 
Gammeltoft has also investigated the influence of syphilis in the most 
common obstetric complications, such as abnormal positions of the foetus, 
nephritis, eclampsia, placenta praevia, premature detachment or retention 
of the placenta, and retention of cotyledons and membranes. The compara- 
tive frequency of abnormal foetal positions in association with syphilis was 
ptobably due to the frequency with which premature birth occurred among 
the syphilitic. The average weight of 97 still-birth infants was 1887 gms., 
cf 104 living infants with signs of syphilis it was 3220 gms. The average 
weight of the normal infant at birth being 3333 gms., the above figures 
show the influence of maternal syphilis on the weight of the infant. The 
<verage weight of the infants whose mothers were treated with salvarsan 
during pregnancy was 3107 gms. None of the other obstetrical complica- 
tions referred to occurred often enough among the syphilitic to suggest a 
causal relationship between the two. Hence the conclusion that the 
influence of syphilis on labour is not considerable. 


C. F. M., C. L., and G. W. 
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The renal lesions in congenital syphilis, FRANK, M. Ztschr. f. Kinderh., 
1922, 33, 248. Abstracted from ‘‘ Medical Science : Abstracts and Reviews,” 
1923, Viii, 2, 189. 

The kidneys frequently show damage in congenital syphilis. The damage 
takes two forms. The first, occurring principally in the new-born, resembles 
the focal septic interstitial nephritis of Volhard. It is only recognized by 
the microscope. The second type resembles the nephrosis of Volhard. 
This form is comparatively rare and its prognosis appears to be bad. 
Glomerulo-nephritis was not observed in the cases studied by the author. 

O. L. V. DE W. 


Researches on the ferments of the infant’s stomach. MruGrrt, EK. Ztschr. f. 
Kinderh., 1922, 33, 85. Abstracted from ‘‘ Medical Science : Abstracts and 
Reviews,”’ 1923, viii, 2, 170. 

As a test meal 1toocem. of boiled milk was given. A very marked 
parallelism was found between the pepsin and rennin content, and it is 
inferred that the ferments are identical. There is a very definite fall in the 
ferment content of the gastric juice in infants suffering from nutritional 
disorders, and in those suffering from acute infectious diseases. 

O. V. DE W. 


Concentrated feeding of infants by means of milk concentrated by removal of 
water. Ipr, T., and Ztschr. Kinderh., 1922, 33, 1. Abstracted 
from ‘‘ Medical Science : Abstracts and Reviews,’ 1923, viii, 2, 171. 

Human milk and cow’s milk were concentrated by heat and by evapora- 
tion in vacuo to half or two-thirds the original volume. The concentrated 
milk gives satisfactory results in the new-born and in infants. The use of 
concentrated breast milk is suggested for premature infants. 

O. L. V. DE W. 


: 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY, 


Meeting held on Thursday, March 1, 1923. 
Dr. T. Watts EprEn, President, in the chair. 
Professor HENRY BRIGGS showed a specimen of 
ANGIOMA OF THE VAGINAL WALL, 


The tumour was found in a primigravida at the 36th week of pregnancy ; 
there was no history of local injury and no unusual varicosity of vulval 
or other veins; it was sharply defined from the vaginal wall. It was excised 
and on microscopical examination proved to be due to blood, some of which 
was in more or less regular areas, suggesting dilated vessels, and covered 
by a layer of stratified epithelium. 

Mr. A. C. PALMER showed 


A MASS OF SECONDARY LEIO-MYO-SARCOMA IN THE STUMP OF THE CERVIX AFTER 
SUB-TOTAL HYSTERECTOMY, 


A single woman, aged 60 years, was found to have a solid, lobulated 
abdomino-pelvic tumour which was diagnosed as fibromyoma of the uterus 
and was removed by subtotal hysterectomy. On microscopical examination 
the largest of the multiple tumours proved to be sarcoma. The question of 
further operation for the removal of the cervical stump was considered, and 
decided against. The patient was again seen eleven months after operation 
and a large fixed mass was found to fill the abdomino-pelvic cavity. She 
died suddenly from pulmonary embolism, and a post mortem operation was 
performed at which a well-defined mass of sarcoma was found attached to 
the vaginal vault; the cervix was represented by a dimple in the vault of 
the vagina, and a probe entcring the dimple passed up the cervical canal 
into the centre of the growth, proving with sufficient certainty that the 
growth had originated in the cervical stump. 

Mr. EARDLEY HOLLAND showed 


A LEIO-MYO-SARCOMA OF A FIBROMYOMA REMOVED BY SUBTOTAT, HYSTERECTOMY. 


The patient, a multipara, aged 41, was found to have a uterine tumour, 
partly solid and partly cystic, extending half way up to the umbilicus ; the 
diagnosis of fibromyoma was made, and the uterus and tumour removed by 
subtotal hysterectomy. Subsequent examination revealed cystic degenera- 
tion of a fibromyoma which had undergone sarcomatous changes. The 
question of re-operation for removal of the cervix was considered, but was 
decided against. The case was very similar to the one just shown by Mr. 
almer. The patient, four months after the operation, remains free from 
recurrence, but the prognosis is unfavourable. 
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Dr. Barris showed two specimens of 
SARCOMA OF THE UTERUS. 


(1) The specimen, a post mortem one, was obtained from a multipara, 
aged 57. The uterus was much enlarged and its interior was occupied by 
a friable growth which had invaded the uterine muscle and there were 
secondary masses in the anterior vaginal wall, in the recto-vaginal septum 
and in the position of the perineal body. The tumour proved to be a 
polymorphic-celled sarcoma, suggesting an endothelial origin. 

(2) The specimen was obtained by panhysterectomy from a multipara, 
aged 67, who had had profuse vaginal haemorrhage for three weeks. Recur- 
rence occurred two months after the operation and she died in three months 
from hemorrhage from secondary vaginal masses. The uterus was filled 
with a large friable growth. 

Dr. Russet, ANDREWS said that his own experience of sarcoma of the 
uterus was that the growth usually recurred within a short time of operation. 

Dr. BLACKER thought that in any case in which subtotal hysterectomy 
was practised, the tumour should be opened before the operation was 
completed, and that if the tumour showed signs of breaking down, other 
than simple cystic degeneration, the cervix should be removed. 

Mr. LUKER showed a specimen of 

CHORIONEPITHELIOMA OF THE UTERUS, 

The points of interest in the case were (1) the chief symptom was 
abdominal pain, with amenorrhcea for the last three months; (2) the uterus 
was enlarged, forming a tumour reaching almost up to the umbilicus; 
(3) death occurred from haemorrhage from perforation of the right vaginal 
fornix by the growth; (4) the extensive distribution of the secondary 
growths. 

Mr. ForsprikE read a paper on 
THE TREATMENT OF SEVERE AND PERSISTENT UTERINE HASMORRHAGE BY RAD!UM 

WITH A REPORT UPON 45 CASES. 

This paper deals with the type of case which is sometimes described as 
the bleeding uterus, where no pelvic lesion can be found to account for the 
hemorrhage. Moreover, the cases cited are those which have provin 
refractory to palliative and to operative treatment. To cases which showed 
an advancing anemia, despite treatment, and to eases which were compelied- 
to spend some portion of each month in bed. Of the 45 cases under con- 
sideration no less than 26 had undergone some form of operation or 
combination of operations, including dilatation and curettage, removal of 
polypi, amputation of cervix, Gophorectomy, or salpingo-érphorectomy, and 
some of the cases had been curetted more than once (a recent case had been 
curetted five times). 

Four of the cases were associated with fibroids, two of the interstitial 
variety, and two small subperitoneal tumours. In all cases the hzemorrhage 
ceased and the subperitoneal fibroids showed no change. 

All the uteri were enlarged, but were broadly divisible into two groups, 
which are described as (a) the systolic uterus, which admitted a sound for 
3 to 3} inches, and which yielded little or no tissue to the curette; (b) the 
diastolic uterus, which admitted a sound for 3} to 5 inches and which 
yielded an amount of thickened endometrium. A point of interest about 
the latter type was that some months later it had contracted down into the 
systolic type. 
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Technique.—In all cases an exploratory dilatation and curettage was 
done and any tissue removed was submitted to microscopic examination. 
The cervix, if unhealthy, was submitted to a preliminary cleansing treat- 
ment. The radium was placed in utero and only the gamma ray used. 
The vagina was plugged with the twofold object of supporting the radium 
in situ and of keeping the bladder and rectum away from the source of 
energy. The additional precaution was taken of introducing a self-retaining 
catheter into the bladder for 24 hours. There are two main groups of 
cases: (a) Those in whom it was desired to modify the catamenia by 
exposure to small doses of radium, of which there were three cases. (b) 
Those in whom it was desired to suppress entirely that function by exposure 
to a heavy dose of radium, of which there were 42 cases. In group (a) two 
of the three cases were successful, and the third had an ovary removed at 
another hospital after an initial treatment. In group (b) all the cases 
responded to treatment, five of which, however, required a second exposure. 
Generally speaking, no anzesthetic is required in giving a second exposure. 
In a certain number of cases some pain and discomfort were noted while 
the radium was in situ, which disappeared promptly on the removal of the 
radium. In a few cases post anesthetic vomiting was aggravated, but 
quickly subsided upon withdrawal of the tube. A transient frequency of 
micturition was complained of in one or two cases, otherwise no untoward 
symptom was noted. 

Results.—In ten cases there was no further haemorrhage. In 17 cases 
there was one period. In 11 cases there were two periods, and in four cases 
there were three periods. The periods consisted of long-drawn-out shows, 
varying from three days to three to four weeks, the actual quantity of blood 
lost being small; but in cases where the exposure was given immediately 
before a period was due, the loss was apt to be severe. 

Vaso-motor Symptoms.—Of ten cases below the menopausal age, two 
only complained of flushes after treatment, the other eight felt quite well 
and had no symptoms. Of the other 32 cases at or about the climacteric, 
flushings were noted as a new symptom in seven only. 

Cause of the Radium Menopause.—It is due entirely to action upon the 
uterus, in favour of which the evidence rests upon (a) clinical, (b) experi- 
mental grounds. The former evidence is shown above in the cases between 
29—38 years, in which only two cases exhibited flushing, where on the 
supposition that the ovary was affected, it should have been universal. 
(b) Experimental. Radium was implanted in the uterus of a cat, and the 
opposite ovary was fixed at a distance of 8 cms. from it, the results were 
noted at the end of 12, 21, and 60 days. In none of the experiments did 
the ovary show any macroscopic or microscopic change, whereas the 
irradiated endometrium showed a gradual transformation into connective 
tissue, with an entire loss of glands, suppression of blood-vessels, and a 
notable diminution in the number of stroma cells. (Micro-photographs 
were thrown on the screen showing these changes.) 

There is one absolute contraindication to the use of radium in these 
cases, and that is the presence of a pelvic inflammation, recent or remote, 
as it is likely to set up abscess formation, which happened to me in the 
treatment of a case of cancer of the cervix. The relative advantages of 
radium over X-rays or hysterectomy in the treatment of this condition is 
abundantly clear, inasmuch as it is suitable for all cases save those compli- 
‘cated with inflammatory troubles. There was no mortality and no mor- 
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bidity, and the minimum amount of time necessary for treatment was from 
three to seven days. There was no prolonged stay in hospital or nursing 
home, there was no prolonged convalescence, and there were no failures in 
this series of cases. 

Conclusions.—Radium is the method of choice in all uncomplicated cases 
of severe and persistent haemorrhage due to chronic metritis. That the 
radium menopause is not accompanied by any symptoms attributable to 
action upon the ovaries, and it produces the least disturbance of economic 
life. 

Dr. BLACKER said he had been treating haemorrhage from the uterus at 
the menopause, in small fibroids, and in cases of so-called functional 
menorrhagia, since 1916. He had had altogether 77 cases, and his results 
had been uniformly good. Radium was a‘specific for climacteric haemor- 
rhage. It should only be employed in small uncomplicated fibroids; any 
pelvic complication, such as disease of the appendages, was a complete bar 
to the use of radium. He thought Mr. Forsdike was a little too optimistic, 
and he would, no doubt, find that if he followed up his patients for a suffi- 
cient length of time, in some the haemorrhage would return and render 
further treatment necessary. He believed that the chief action of radium 
was on the ovaries. 

Mr. Provis thought that X-rays were just as successful as radium, if 
not more so, in cases of menopausal haemorrhage, and there was no 
necessity for an anesthetic. 


EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the Edinburgh Obstetrical Society held on the 13th 
December, 1922, with the President, Dr. J. LAMOND Lackik, in the chair, 


Dr. W. F. T. HAULTAIN read a paper on 
ACUTE G2DEMA OF THE ANTERIOR LIP OF THE CERVIX. 


In a case which he had had under observation the patient, v-para, had 
previously enjoyed good health except for eclampsia with her first labour. 
Being a week overdue, labour was induced with castor oil, quinine and 
pituitrin, and on the following day an eight-lbs. child was born without 
difficulty, the placenta being expelled ten minutes later. Before the birth 
of the placenta a large mass was found lying beside it which was thought 
to be another lobe of the placenta: but when the placenta was born the 
mass remained. Dr. Haultain, arriving three-quarters of an hour after the 
birth of the placenta, found a tumour the size of a small orange presenting 
through the vulva, purple in colour and very sensitive. It was continuous 
with the anterior lip of the cervix. The uterus was well contracted and the 
patient’s condition good. The tumour rapidly became reduced in size, and 
the next morning the only relic was a tongue-shaped thickening of the 
anterior lip, similar to the condition found before onset of labour. Dr. 
Haultain reviewed the literature on the subject, which was scanty, only 
thirteen cases having been reported. 

Dr. JAMES YOuNG showed lantern slides of an early ovum which he 
considered to be not more than 14 days old. Unlike the Teacher-Bryce 
ovum, the trophoblast consisted almost entirely of cells of the Langhans 
type. 
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Dr. HAvULTAIN showed a specimen of myosarcoma in a double-horned 
uterus of a patient aged 42. 

Dr. HaAtiG-FERGUSON showed (1) a large cervical fibroid removed by 
abdominal section. (2) Ruptured pregnancy in a rudimentary horn of a 
bicornuate uterus. (3) Fundal carcinoma in a double uterus in which the 
original septum had been destroyed by the malignant growth. The patient 
was a sterile married woman of 65. (4) A large uterine fibroid with twisted 
pedicle and intraperitoneal haemorrhage. 


At a meeting of the Edinburgh Obstetrical Society held on the roth 
January, 1923, with the President, Dr. ILAAMOND LACKIE, in the chair, Drs. W. 
ForDYCE and R. W. JOHNSTONE read a note on a case of 


CONCEALED ACCIDENTAL HA)MORRHAGE TREATED BY HYSTERECTOMY. 


The patient, aged 34, was a iv-para. At her first labour she had 
eclampsia, and in each of the three subsequent pregnancies she developed 
albuminuria about the sixth month, but with treatment the pregnancy went 
to term, the child in each case being born healthy. In each case the 
albumen disappeared completely soon after the labour. During her present 
pregnancy the urine was repeatedly examined and no albumen was found, 
the last examination being on Sept. 22nd. A week afterwards she was still 
apparently in perfect health, but on the morning of the 1st October she was 
seized by severe abdominal pain. The pulse was slow and there were none 
of the usual signs of haemorrhage present. The os was closed and rigid. 
About 8 ozs. of dark urine were drawn off and boiled solid with albumen. 
This, with the slow pulse, and the pain which became localized to the 
epigastric region, led at first to a diagnosis of impending eclampsia, for 
which she was treated and at first improved, but in two hours her pulse-rate 
becaine rapid, and a brownish hemorrhagic discharge appeared from the 
vagina. Concealed accidental haemorrhage was diagnosed and the abdomen 
opened. The uterus was of a purplish colour with numerous haemorrhagic 
patches and a large hematoma in the right broad ligament. Supravaginal 
hysterectomy was performed. The albumen quickly disappeared, but after 
a somewhat prolonged recovery, due to the development of a stitch abscess, 
after six weeks the patient suddenly became very ill and died from what 
was thought to be a thrombosis of the pulmonary artery. The post mortem 
appearances were described in detail by Dr. R. W. Johnstone. 


Mr. D. Lees then read a communication on 
SOME OBSERVATIONS ON GONOCOCCAL INFECTIONS OF THE TUBES AND OVARIES. 


In acute inflammatory cases absolute rest was necessary and the original 
focus of the disease sought for and treated whether or not operative means 
were employed for the treatment of such complications as salpingitis. 
Removal of one or both tubes was only the removal of the end-product of 
the disease, and not a cure of the existing infective process in the rest of 
the genito-urinary tract. Operation was rarely needed to save life, and had 
the disadvantage that it sterilized the patient if both tubes were removed, 
whereas there was ample evidence, that with appropriate conservative treat- 
ment, complete recovery and restoration of function were possible. Vaginal 
douching should be avoided while pain was severe. Apart from the usual 
general fever treatment, he favoured hot antiseptic hip baths and careful 
treatment of all foci of infection, in the lower genito-urinary tract. As soon 
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as the temperature had subsided the patient should be given the benefit of 
fresh air, but exercise should be avoided. ‘The insertion of vaginal ichthyol 
and glycerine tampons every second day was of value. The employment of 
vaccines, detoxicated and otherwise, was an essential in the treatment. 

Dr. HAIG-FERGUSON showed the following specimens: (1) A large gan- 
grenous submucous fibroid complicated by double pyosalpinx, acute 
appendicitis and peritonitis. (2) A cystic fibroma growing in the broad 
ligament. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 

The Annual Meeting was held in St. Mary’s Hospital, Manchester, on 
Friday, Jan. 19th. 

Two new members were clected. 

After the presentation of the Secretary’s and the Treasurer’s Annual 
Reports, Prof. W. Biarr BEL, was elected President for the ensuing year. 

The retiring President, Dr. H. Ciirrorp, gave his Valedictory Address 
on the 

HISTORY OF ABDOMINAL SURGERY. 


This was received with great interest, and on its conclusion Dr. Clifford 
was accorded a hearty vote of thanks, both for his address and for his able 
services as President during the past year. 

Dr. LeitH Murray (Liverpool) showed three specimens of strangulation 
by torsion of the uterine appendages. , 


Case 1. STRANGULATION OF NORMAL APPENDAGE. 

The patient, aged 50, who had not menstruated for three months but 
who had previously been regular, had presented symptoms of acute 
abdominal illness with severe pain and vomiting for two days. She had 
been married twenty-two years but was without family. There was a 
history of a similar but slighter attack five weeks previously. 

Examination showed a definite fibroid enlargement of the uterus and a 
cystic swelling lying to the left of it. Pelvic examination was excru- 
ciatingly painful. 

A diagnosis of ovarian cyst with twisted pedicle accompanied by fibroid 
uterus was made, but operation carried out the same day (29th March, 1922) 
revealed the specimen now presented, which weighs 565 grammes. 

It consists of a fibroid uterus with a unilocular distension of the left 
ovary containing true mucin but without any torsion on that side. 

The right appendage shows a most definite torsion with strangulation 
and intense engorgement. 

There is no cystic formation on this side, but the ovary appears to have 
fallen forward over the infundibulo-pelvic ligament, and to have produced 
a severe vascular obstruction implicating the tube. 

Presumably this unusual condition was caused by the tumour formation 
in the uterus and opposite appendage. 

Recovery was uneventful. 

Professor BricGs held that the physical preliminary to torsion is disten- 
tion or enlargement of the tube or ovary or both, also that immediate 
operation on the plea of speedy gangrene by torsion was founded on an old 
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exaggeration of the degree of torsion which only obstructed the venous 
return of blood and did not affect the arterial supply, hence a longer and 
more eligible working interval was available with safety. In the case 
described the torsion was partial in extent and slight in effect. 


Case 2. STRANGULATION OF FIMBRIAL CYST. 

The patient, aged 42, gave a history of pain on the right side of the 
abdomen on and off for nine months. With the onset of the pain she had 
been confined to bed for thirteen weeks. She complained of recurring 
attacks of sickness and fainting. She was stoutly built but of sallow com- 
plexion and looked ill. Menstruation had been regular except for some 
moderate increase during the time she was in bed. Her symptoms had 
been recently aggravated. She had had seven children, the last six years 
previously, and three miscarriages, the last two years previously. © 

Examination showed a retroverted uterus and a markedly tender right 
appendage. Until she was examined under an anzesthetic it was believed 
that there was some swelling of the appendage and a diagnosis of inflam- 
matory appendage disease was made. 

Operation showed a uterus normal in size lying in a retroverted position 
but not fixed. The left appendage appeared normal except for one or two 
fine muslin adhesions to the back of the broad ligament and a small fimbrial 
cyst measuring } in. across. The right appendage was in no way adherent 
but showed on the upper surface of the fimbriated end a globular purple 
patch, about }in. in diameter, which burst when seized by dissecting 
forceps and exuded a drop of dark red fluid. This small area showed no 
pedicle and is therefore unlikely to have been a strangulated hydatid of 
Morgagni, torsion of which has been described as a cause of acute abdomen 
(Waters, Journ, A.M.A., vol. 72, 1919, p. 1072). Sections show cubical 
epithelium surrounded by stroma obviously strangulated. 

A ventral fixation was carried out after separation of the slight adhesions 
round the left appendage and the patient has been absolutely normal in 
every way since. 


Case 3. STRANGULATION OF BROAD LIGAMENT CYST. 

The specimen shown was removed from a single girl aged 20, who had 
exhibited symptoms of acute abdominal pain and vomiting for 24 hours 
before being seen. 

Her previous history was normal except as regards menstruation which 
had been rather infrequent, scanty periods having occurred at intervals of 
five to seven weeks during the previous year. A tense, very tender swelling 
reaching well above the umbilicus was noted at examination and operation 
was carried out forthwith. There was a considerable amount of free fluid 
in the abdomen tinged with blood. 

The left appendage was obviously strangulated and was removed; it 
weighs 1360 gms. (3 Ibs.), and shows a unilocular cyst containing 24 pints 
of blood-stained fluid without solid material, with 0.47 gms. per cent. of 
chloride and no pseudo-mucin. 

The cyst apparently arises by a broad pedicle from the left broad liga- 
ment and is distinct from the ovary, which, as can be seen in the specimen, 
is implicated in the torsion, 

Sections of the wall of the cyst show connective tissue and stroma 
without any obvious epithelial lining. The tube is seen to be stretched 
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over the upper part of the tumour and sections from the area of broad 
ligament lying between the ovary and cyst give no suggestion of the cyst 
being of ovarian origin. 

The patient was operated on a month ago and has made an uninterrupted 
recovery. 
Dr. DouGAl, showed two specimens. 

SPONTANEOUS SEPARATION OF ONE OVARY. 


The specimen consists of the uterus and appendages removed by pan- 
hysterectomy for profuse menorrhagia of nearly three years’ duration. 

The patient was a married woman aged 41 years, and had been pregnant 
seven times. Her symptoms dated from the last pregnancy. She suffered 
no pain, her confinements had been normal and she could give no history 
of any pelvic infection. 

On examination, the uterus was considerably and uniformly enlarged 
and retroverted. The right ovary was cystic and easily felt. A curetting 
had been done three months previously for the menorrhagia but without 
success. 

On opening the abdomen and inspecting the pelvic organs it was noticed 
that the left ovary was absent although the broad ligament on this side was 
otherwise well developed. ‘The uterus was very large but quite mobile, and 
there were no adhesions present either about the uterus or appendages. 

After removing the uterus a firm adherent nodule was noticed low in 
Douglas’ pouch and was removed. On subsequent examination this proved 
to be ovary. The lesion in the uterus was chronic metritis with great 
excess of elastic tissue. The right ovary was also cystic. 

I think it must be an unusual occurrence for an ovary to become 
separated from its attachments in this way, and I am puzzled as to how it 
came about. The easiest explanation is torsion of its broad ligament 
attachment or possibly separation was due to rupture of a ripe follicle 
situated near the hilum. 

SIX MONTHS’ VITH SACRAL TERATOMA. 

Obstetric History. The mother, a primipara, aged 24 years, was admitted 
to St. Mary’s Hospital in December last with respiratory embarrassment 
and other pressure symptoms produced by a very marked hydramuzios. 
According to her history she was six months’ pregnant but the uterus was 
as large as one at full-term and very tense. 

Quickening was said to have occurred at five months, but movements 
had ceased within a few days, and on admission no movements or foetal 
heart sounds could be made out. Enlargement of the abdomen commenced 
suddenly six weeks previously, and of late had been very rapid. 

Labour commenced spontaneously a week alter admission. With the 
rupture of the membranes a large quantity of liquor amnii escaped. The 
foetus was rapidly born as far as its pelvis but after this there was some 
difficulty and delivery had to be completed by traction, the tumour being 
somewhat torn in the process. The appearance of the tumour following 
closely on the foetus caused some astonishment, and it was at first thought 
that the uterus had become inverted. 

The mother made an uninterrupted recovery. 

Description of Specimen. The foetus is a female and of about six 
months’ development. Growing from the post-anal region is an oval 
tumour as large as a foetal head. It is covered by skin, has a soft attach- 
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ment and in the course of its growth has displaced the anus and external 
genitals forward and somewhat to the left. The consistence of the tumour 
varies, some parts being soft, almost fluid, others firm, cartilaginous, even 
bony. 

On the posterior surface is a rupture produced during delivery and from 
which brownish fluid escaped at the time. Within this opening can be seen 
a number of rounded masses and at the upper end a rudimentary limb. 

A radiogram of the tumour shows one or two small bony points and a 
mass of what appears to be cartilage forming a meshwork and running 
round the left half of the circumference. No vertebre or ribs can be distin- 
guished. 

Microscopic examination of the softer parts of the tumour shows 
cedematous connective tissue, masses of effused blood, a number of tubular 
structures lined by columnar cells and small pieces of cartilage. No 
specialized tissue such as liver or brain can be made out, but of course only 
a few parts of the tumour have been examined. 


The fcetus itself is otherwise normal and the pelvic organs show no 
malformations. 


Sacral teratoma are very rare, the frequency being reckoned at 1 in 34,582 
births. Of the collected cases, 126 have been-females, 60 males. Kighty- 
seven per cent. of the children are born dead or die in the first few days 
after birth, but a case has been recorded of a 10 lb. tumour removed from 
a man 34 years of age which, until operation, had prevented him from 
wearing trousers. 

It is usual to regard congenital sacral teratomata as belonging to the 
class of double monsters, and many theories have been advanced to explain 
their occurrence. That advanced by Adami and termed the ‘ growing 
point ”’ theory, is based on our knowledge of plant growth. 

In animals as in plants there are two primary growing points; the 
superior growing point is represented in the adult mammal by tissue about 
the situation of the pituitary body and the inferior by tissue somewhere in 
the sacral region. The growing points do not grow forward but are pro- 
jected forward by the intercalation of the daughter cells behind them, and 
these latter are able to divide in a transverse way and give rise to the 
special tissue cells. These growing points from the very origin of the 
embryo are being projected apart, and the successive daughter cells given 
off from them give origin to the different organs of the body and even form 
secondary growing points for the limbs. 

Whereas in plants the growing points are active throughout life, in 
animals they cease to functionate when the matrix tissue from which the 
brain and nervous system originate has been developed. 

In exceptional cases they may continue to grow, and then in the case of 
the superior a mass is formed which forces its way through the roof of the 
mouth and is recognized clinically as an epignathus : should the posterior 
point continue to grow a mass of tissue is formed behind the rectum, at the 
extremity of the sacrum, and forms a congenital sacral teratoma. 

Reference: Adami and McCrae, ‘‘ Text-Book of Pathology.’’ Second 
edition, 1914. 

Professor BriGGs remarked on the value of the increasing opportunities 
in obstetrical education of investigating foetal abnormalities: he thought 
that their occurrence had been understated in published work. He recalled 
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as au embarrassing factor of labour, the diagnosis of a presenting meningo- 
encephalocele which physically simulated the whole placenta. On the ante- 
natal side hydramnios had been credited by writers with pressure effects 
only, but in many instances, especially in the more acute cases, the rapid 
uterine distension added pain and tenderness, also a ‘ ligneous ’’ tension 
of the uterus. 

Dr. FLETCHER SHAW read a paper on 


CARCINOMA OF THE FEMALE URETHRA, 


with notes of two cases treated with radium, which appears on page 215 of 
this number of the Journal. 

The President, Prof. W. Bair Berl, had seen one inoperable case and 
also had had to deal with a fistula left after previous operation by another 
surgeon; in this case he had been fortunate in being able to mobilize the 
base of the bladder and remaining upper part of urethra and to bring these 
down to the vestibule with good functional result. 

Dr. A. DONALD suggested the combination of surgery and radium as the 
ideal treatment in this condition. 

Dr. CuisHo_M had a case of carcinoma of the urethra about 15 months 
ago apparently arising from the lower end of it, and involving its whole 
extent and base of the bladder. 

Having looked up the literature and thinking that a permanent fistula 
into the vagina would be most uncomfortable for the patient, he decided to 
follow the suggestion of McGill of Leeds and first did a suprapubic cysto- 
tomy. The malignant growth was then removed, including the entire 
urethra and portion of the bladder wall. But he did not feel certain of 
having got beyond it on the right side. The bladder was closed below and 
permanent suprapubic drainage left. Considerable thickening was found 
during convalescence round the bladder base, and fearing that the growth 
was not entirely removed radium was inserted into this. 

When seen three months ago there was no apparent local recurrence and 
the patient was fairly comfortable and able to do a certain amount of house- 
work. No involvement of inguinal glands was found either at the operation 
or when seen three months ago. 

Dr. FLETCHER SHAW, in reply, said it was very interesting to hear of so 
many new cases as so few were to be found in the literature, and he hoped 
short notes of all would be added to the discussion. The President’s 
remarks were particularly interesting as he had not thought it possible to 
regain control of the urine after complete excision of the urethra and base 
of bladder. 

Dr. LeItH Murray (Liverpool) recorded a case of 


CALCIFICATION OF AN OVARY. 


The specimen was removed from a single girl, aged 31, on the rst March, 
1922. She gave the following history :— 

Her periods were regular until May, 1920 (4/28); then amenorrhoea 
occurred until May, 1921; thereafter there was continuous bleeding for two 
months with clots; regular but excessive menstruation followed from July 
to December, 1921, with continuous bleeding from that date until she came 
under observation. There was no history of pain; she had lost several 
pounds in weight during the previous six months. 

She was admitted to hospital for a curettage and nothing abnormal was 


ake 

‘Tage 

7 

= 


Reports of Socicties 317 


made out—beyond a movable retroversion—until she was under the 
anesthetic, when the left appendage appeared to be somewhat fixed. 

A curettage was carried out followed by laparotomy. ‘The left appendage 
consisted of the calcareous body shown, weighing 6.75 gms., situated in the 
region of the left ovary and firmly adherent to the back of the broad 
ligament, and the tube was represented by a small, truncated protrusion 
from the left cornu, }in. long. The other appendage was absolutely 
normal. The calcareous body, presumed to be ovary although sections after 
decalcification give no definite indication of ovarian structure, was removed 
by dissection together with the abnormal tubal vestige. A ventral fixation 
was then done. 

The after-history has been absolutely satisfactory; all her periods have 
been regular as before the onset of symptoms. 

The curettings, which were rather copious, show cedema with a tendency 
to dilatation of the glands; there is no suggestion of tubercle. 

Sections of the tube show no endosalpinx but merely a single layer of 
cubical or flattened epithelium without convolutions. There is no sign of 
any granulomatous condition. 

Chemical examination shows the calcareous body to consist mainly of 
magnesium phosphate with some calcium phosphate and a trace of iron. 
Carbonates appear to be absent. ‘ 

The tubal condition suggests’ a congenital abnormality and, if so, it is 
interesting that symptoms should have developed so recently. 


CALCIFIED BODIKS IN THE UTERINE CAVITY. 


Dr. LertH Murray (Liverpool) recorded a case of calcified bodies in the 
uterine cavity associated with sarcoma of the left ovary. The specimen, 
consisting of a cystic left ovary, the body of the uterus, and the right 
(normal) appendage, was removed from a patient, aged 60, on the 5th 
April, 1922. 

The menopause had been reached 15 years previously but bleeding had 
been present for three months. There had been no loss of weight. There 
was a cystic swelling in the abdomen reaching to 14 inches below the 
umbilicus, absolutely mobile and non-tender. There was no free fluid. The 
patient had had four children, the last 31 years previously. 

The cervix showed a mucous polyp on the anterior lip. Under an 
anzesthetic the polyp was excised but, as a sound showed the uterine cavity 
to be 4in. long, a dilatation and diagnostic curettage were carried out. 
The uterine wall was firm and the curetting scanty. ‘The abdomen was then 
opened and the left ovary, weighing 1 1b. 40zs., and exhibiting one large 
cyst with a more solid portion posteriorly, was removed together with the 
body of the uterus, as this latter impressed one by its size on direct inspec- 
tion. At the time of operation the cyst was considered to be a pseudo- 
mucinous adenoma and had all the external features of such a condition ; 
there appeared no reason therefore to do a total hysterectomy. 

On opening the uterus (3 02s.) there was found lying loosely on the 
anterior wall seven small flattened coral-like bodies of a glistening white 
colour with a rosette outline, varying in diameter from 3.2 mm. to 2.4 mm., 
and with a thickness of 1.8mm. to 2mm. _ It is quite certain that these were 
dislodged by the curette, but there was no definite indication of their 
original site. 

Chemical examination showed them to consist almost entirely of calcium 
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carbonate with traces of magnesium carbonate and iron. Phosphates were 
absent. The accompanying photograph shows the disposition of these and 
an X-ray print demonstrates their opaque character. 

Prof. E. E. Giynn reports as follows on the ovarian tumour :— 

“ The tumour is about the size of a foetal head and is covered with a 
dense capsule. On opening it there was at least one large cyst seen, with 
a smooth wall. The rest of the tumour is yellow and semi-necrotic: 

Five sections of different pieces have been cut. The tumour is a short 
spindle-celled or ‘ oat-celled ’ sarcoma, with numerous capillaries and thin- 
walled vessels. Mitotic figures can be seen. 

The section through the cyst wall shows a sarcomatous infiltration of 


the ovarian tissue.’’ The patient is reported within this last week to be 
alive and well. 


An Ordinary Mecting was held in the Liverpool Medical Institution on 
February 16th, 1923, the President, Prof. W. Bair REL, in the Chair. 

Dr. Leita Murray (Liverpool) and Dr. Litter (Liverpool) 
presented a final report on their case of ‘ Mixed tumour ”’ of the uterus 
(adeno-chondro-sarcoma), operated on in September, 1913, narrated to the 
Society in November, 1913, and reported in full in the ‘ Journal of Obstet- 
rics and Gynecology of the British Empire ” in January, 1914. The patient, 
more than nine years after the operation, is alive and well. 

Drs. RutH NicHOLsoN and PICKERING JONES showed a specimen of 
achondroplasia with transposition of all organs, polydactyly, five super- 
numerary spleniculi, dilatation of ureters, under-development of ovaries 
and general cedeina. 

The foetus was a 38-weeks’ female, 7} Ibs. weight, 174 inches long, born 
after a labour which was normal except for slight hydramnios. 

The mother was a primigravida, 28 years old; she had suffered from 
indigestion and vomiting throughout her pregnancy; there was no albu- 
minuria; the Wassermann reaction was negative. Sections examined 
under the microscope showed the typical achondroplasic changes in the 
head of the tibia, excessive fibrous tissue in the enlarged pancreas, liver and 
kidney. Dr. Pickering Jones stated that there was considerable eosinophilia 
in the blood, and the histological appearances in the liver and spleen 
commonly associated with leuksemia. 

Dr. Caron pointed out that the specimen was an instance of the com- 
monest type of true achondroplasia—Ballantyne’s type D. He further 
pointed out that the changes suggestive of leukemia were common in 
foetuses with general cedema and should not be considered as evidence 
suggestive of leukcemia. 

Dr. WILLETT (Liverpool) showed a specimen of 


REPEATED ECTOPIC GESTATION 


followed by intraperitoneal rupture. 

The patient, EK. H., aged 30 years, had been married 13 months. Nine 
years previously an operation for perforated gastric ulcer was followed by 
a convalescence of 12 weeks’ duration. Pelvic stab drains were employed. 

Five years ago, she first came under Dr. Willett’s notice on account of 
severe, right-sided abdominal pain with metrostaxis after five weeks’ 
amenorrhoea. Ectopic gestation was diagnosed, and at the operation an 
ampullary tubal mole was removed by salpingectomy. It was noted that 
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there were dense adhesions in the pelvis, and the opposite tube was freed. 
It was in other respects healthy and was conserved. 

Menstruation was regular until Sept. 29th, 1922, the date of her last 
menstrual period. A slight, red, vaginal discharge was noticed on Nov. 
roth, and 17 days later a severe peritoneal crisis occurred, characterized by 
fainting, vomiting, and left-sided pain. The patient recovered from the 
initial collapse, and when first seen on Nov. 29th she was still improving. 

She was admitted to the Hospital for Women the same evening, and on 
admission the temperature was normal and the pulse 88. 

At the abdominal section on Dec. 1st, the pelvis contained free blood 
and some clots, with the small foetus and placenta lying amongst them. In 
the ampulla of the left tube a rent half an inch in diameter was evident. 
Left salpingectomy was carried out. The corpus luteum was in the corres- 
ponding ovary. 

The pelvic adhesions were the probable cause of kinking of the tube 
and arrest of the ovum. 

Primary intraperitoneal rupture is not common in the ampullary site, 
but is likely to follow where the abdominal ostium of the tube is blocked 
so that the tension cannot be relieved by leakage. 

Dr. DANIg£I, DoUGAL read a paper on 


ADENOMYOMA INVOLVING THE VERMIFORM APPENDIX, 


which appears on p. 224 of this number of the Journal. 

The PRESIDENT enquired whether there was any evidence of functional 
activity in the endometrium found in the appendix. 

Dr. Donald suggested a change of opinion about extrauterine adeno- 
myomata—formerly, these were thought to be extensions from primary 
growths in the uterus, the question now arose whether the ovary might not 
be the common site of origin. He mentioned a case where there was no 
functional activity of the endometrium in the ovary ; nodules were removed 
from the pouch of Douglas and the rectum, also one ovary, enlarged by 
several sinall cysts containing only clear fluid; microscopic examination 
showed the presence of endometrium in the ovary. 

Mr. MILES PHILLIPS raised the question of the advisability of removing 
both ovaries with the uterus in cases of extensive adenomyoma of the recto- 
vaginal space. Considering the nature of the growth it seems likely that 
the absence of ovarian secrction might lessen the vitality of portions of the 
growth which had escaped removal. In his own experience he had known 
of two cases of recurrent growth after removal of only one ovary. 

Dr. Leitm Murray (Liverpool), in commenting on Mr. Miles Phillips’ 
query as to the advisability of removing both ovaries in such cases, recalled 
a case already, on a previous occasion, mentioned to the Society. A total 
hysterectomy with removal of a ‘‘ tarry ”’ right appendage was carried out 
in 1908. It was found impossible to remove the whole of the mass infil- 
trating the pelvic connective tissue and rectal wall. The growth left behind 
grew steadily but slowly until it filled the pelvis and lower abdomen, 
causing a chronic obstruction necessitating a colostomy in 1914. 

Eighteen months after her first operation there developed a periodic 
bleeding, four days in every 28 days, closely simulating her menstrual 
periods prior to 1907; this lasted uninterruptedly until a few months before 
her death in 1917. For a few months in 1914 there was some irregular 
bleeding associated with the development of adenomatous protrusions at 


320 Journal of Obstetrics and Gynecology 

the vaginal vault ; these were deeply excised when the colostomy was done. 
At this time, too, an attempt was made to define and remove the solitary 
left ovary but it was found to be unrecognizably imbedded in the infil- 
trating pelvic mass. The remarkable periodicity of the haemorrhage 
suggested that an artificially induced menopause might be beneficial. 

Dr. DouGa., in reply, had found no blood cysts connected with the 
endometrium in the appendix. He had little doubt that the appendix was 
invaded from without. He had noted Sampson’s recommendation that both 
ovaries be removed. 

Prof. BriGGs reported a 

UTERINE FIBROMYOMA, 

In clinical and operative gynaecology an awakening to the work of Péan, 
published in 1886 to 1889, again lodges the lessons of fashion in gynaecology 
where the vaginal route must still appeal as more consistent with the dual 
demand of a low-lying uterine tumour and a weak pelvic floor: the removal 
of the one and the restoration of the other can be effected within the single 
field of operation with the maximuin of safety. 

The interstitial fibroid now shown, 3} by 2} ins., within the posterior 
wall of the uterus, is mainly fibromatous. ‘The tumour, the uterus, and the 
appendages (bilateral hydrosalpinx) weighed 1 lb. 8 ozs. 

Weight and size of the fibroid indicated a piecemeal removal (Péan) or 
the better alternative from my own practice, published in 1898, of cutting 
the tumour into a connected chain-like column, easily brought down, 

Free cutting into a fibroid drains away blood and blood-serum and 
reduces the average total weight by one-fifth. Weight and size up to limits 
of 24 to 4|bs. are not themselves determinate amidst other physical 
characters and anatomical relations. 

A total as against a partial hysterectomy is more than a dream : in this 
uterus there is a fibroid 3 in. in diaineter one inch above the external os: 
this small embedded growth could have readily escaped detection before 
and after a subtotal hysterectomy. 

The patient, Mrs. H., was 42 years of age; she had been pallid from an 
almost ceaseless haemorrhage for six months; pain and pressure symptoms 
were slight only. She had had four children, the last two are twins, 10 
years old. The fibroid is of the more quickly growing character, which 
was confirmed by the reports of the family doctor prior to operation on 17th 
January, 1923. 

‘The PRESIDENT remarked that this case reopened two questions—the 
combination of vaginal hysterectomy and repair of pelvic floor—and the 
removal of the cervix. His own practice was a total hysterectomy in 
parous women, and subtotal in nulliparae. ‘he safety of the vaginal route 
was evidenced by a recent case of a large fibroid with a sloughing lower 
pole projecting through the cervix in an elderly maiden lady. A_pre- 
liminary removal of a large portion of the fibroid, extending well. beyond 
the sloughing area did not render the vagina sufficiently clean for a safe 
abdominal hysterectomy, and the remaining growth and uterus were 
removed per vaginum. 

Dr. SuMNER, in dealing with a sloughing polypoid fibroid, had been able 
to clean the growth sufficiently to enclose it within a vaginal cuff, and to 
complete the operation abdominally with good result. 

Dr. DonaLD did not think a colporrhaphy of much value after removal 
of the uterus. He preferred a subtotal abdominal hysterectomy and to use 
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the infundibulo-pelvic ligaments as a support. He did not consider there 
was much risk of leaving fibroids behind in the cervix if this was examined 
carefully. 

Mr. MILES PHILLIPS agreed with Prof. Briggs that it was often desirable 
to combine the usual vaginal plastic operations for repair of extensive 
vaginal prolapse, with vaginal hysterectomy for conditions such as small 
fibroids, requiring removal of the uterus. 

Professor BriGGs, in reply, acknowledged the general agreement 
concerning the operative treatment and, when diversity of opinion arose, 
judgment ought to be based on the demands of pathological, anatomical 
and physiological evidence rather than on a particular technique. 

Miss F. IvENs showed a fibromyoma removed by abdominal myomectomy 
from a woman aged 22. Until six weeks before admission menstruation had 
been normal; then profuse irregular haemorrhages with clots began, and 
were accompanied by abdominal pain. In the lower abdomen was a tender 
smooth swelling, the size of a large orange, continuous with the cervix. 

At operation a fibroid was found bulging into the uterine cavity from 
the anterior wall and involving the lower part of the body and upper part 
of the cervix. The tumour was shelled out through an anterior vertical 
incision and removed with the subjacent endometrium. The musculature 
was brought together by interrupted catgut sutures, and the peritoneum 
by continuous catgut. Convalescence was afebrile. 

A year later the patient was in good health with normal painless periods. 

Naked-eye examination showed signs of necrobiosis, the microscope 
revealed hyaline changes. Miss Ivens pointed out the rarity of fibro- 
myomata before the age of 25, and emphasized the advantages of myomec- 
tomy in submucous tumours in the absence of infection. 

Professor BriGGs considered that abdominal myomectomy adopted by 
Miss Ivens was the only correct treatment. 

Dr. WM. FLETCHER SHAW read a paper on 

FIBROMYOMA OF THE CERVIX 
occurring after supravaginal hysterectomy and recurring after myomectomy. 

This patient, Mrs. U., 35 years of age, was first seen in July, 1917, with 
what was then diagnosed as a uterine fibroid. When the abdomen was 
opened a month later the mass proved to be not a uterine fibroid but a 
fairly normal uterus with both tubes and ovaries considerably enlarged and 
firmly adherent to the uterus, while the bladder and rectum were adherent 
over the whole and so gave it the smooth regular contour which led to the 
mistake in diagnosis. As she had lost one leg through a diseased bone the 
pelvic condition was probably tubercular in origin. The adhesions were 
separated and a supravaginal hysterectomy performed, both ovaries being 
removed at the same time. 

Four years later, July 1921, she again consulted me. For three months 
after the previous operation there had been complete amenorrhcea, then 
the menstrual periods reappeared and recurred each month in normal 
amount for two and a half years, followed by continuous haemorrhage for 
three months which caused her to seck advice again. 

On examination I found a solid mass, which I took to be a fibroid, about 
the size of a foetal head, completely filling the pelvis and protruding through 
the cervix which was sufficiently dilated to admit two fingers. 

A month later I reopened the abdomen with the intention of removing 
the cervix with the fibroid, but at the operation the cervix proved to be so 
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stietched and so adherent to the pelvic wall that 1 had to content myself 
with doing a myomectomy. The pathological report of this tumour showed 
it to be a simple fibromyoma without any degeneration or malignant change. 

Five months later she again consulted me because of haemorrhage which 
had continued for three weeks, and again I found a hard mass in the pelvis, 
the size of a fuctal head. The patient would not hear of any further 
operation and I was not anxious to perform one, except for the fear that 
the mass might be a malignant growth, so I decided to try the effect of 
X-rays but keep her under constant observation so that an operation could 
be performed if the mass showed any signs of increase in size. 

During the first month she had six applications of X-rays and was free 
from haemorrhage for a fortnight. A month later, after another course of 
six applications, she was again free from hemorrhage for a fortnight but 
the size of the tumour remained the same. Seven months later she reported 
she had been free from haemorrhage for six months, and I found the mass 
considerably reduced in size. 

If this mass had been a sarcoma it is hardly likely the patient would 
have been free from haemorrhage for six months after a course of X-rays 
of the intensity usually applied to fibroids, so I have great hopes there will 
not be any further trouble. 

Giles! has recently reported a case in which a fibroid developed in the 
cervix after subtotal hysterectomy for fibroids, but these cases are extremely 
rare, so rare as to be negligible when considering the pros and cons of 
supravaginal versus panhysterectomy. Iven if this were not so the question 
would not arise in this case as the patient was a nullipara and the original 
condition was double-matted appendages, the results of an old inflammatory 
condition, not fibromyomata. 

Dr. DONALD thought Dr. Fletcher Shaw had had bad luck in striking a 
unique case developing a fibroid the size of a foetal head in four years and 
then again in five months; he would continue doing subtotal hysterectomy 
in the absence of a definite cervical lesion. 

Professor BriGGs thought the vaginal route for operation, if required, 
was to be commended in Dr. Fletcher Shaw’s case. 

Dr. DouGat had recently seen a fibroid recurring in the cervix in an 
elderly maiden lady aged 51 years. The utcrus and left ovary were removed 
seven years previously for fibroids causing hemorrhage. No menses or 
vaginal discharge of any kind since operation. She consulted him for 
frequent micturition and other pressure symptoms, and he found a firm 
tumour in the lower abdomen. He operated and removed a fibroid, the 
size of a foetal head, lying low in the pelvis and growing into the left broad 
ligament. ‘The remaining tube and ovary were found adherent to the bowel 
on the right side and removed. 

Histology : Simple fibroid. 

Mr. Mites H. PHILLIPs read a paper on a case of 
CHRONIC INVERSION OF THE UTERUS TREATED BY THE REPOSITOR, 

There is a tendency amongst present-day writers to forget or under- 
estimate the value of the repositor in cases of chronic inversion of the 
uterus. I have therefore thought it opportune to record a recent case in 
which this instrument proved quickly effective. 

Mrs. W., a primipara, 27 years of age, was confined in a country cottage 
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on September 25th, 1922. After a long first stage the child was born by 
means of a “‘ fairly easy ” forceps delivery. Soon afterwards the patient 
became very collapsed and almost pulseless; this was thought, by the 
doctors, to be due to chloroform. As there was rather more bleeding than 
usual the doctor expressed the placenta ‘‘ without special difficulty.” 
Warmth and rectal salines were then used, but it was several hours before 
the patient rallied. 

I saw her on January 18th, nearly four months later. She had been 
bleeding most of the intervening time with the exception of two weeks, 
when there was only a slimy discharge. The heemorrhage was usually 
slight, but had been profuse on two occasions, when she had sat out of bed. 
There had been hardly any pain and no rise of temperature. She had 
become decidedly anzemic and was unable to suckle the baby. 

The inverted uterus, almost fully involuted, was found in the vagina; 
its upper portion was loosely gripped by the unlacerated cervix. A finger, 
easily inserted, proved that less than half an inch of the cervix remained 
uninverted. The exposed endometrium was markedly engorged and bled 
freely, even on careful swabbing. There was neither slough nor purulent 
discharge. 

The patient was moved into the Jessop Hospital, and measures were 
taken to lessen the engorgement of the uterus in preparation for the use of 
the repositor. ‘The foot of the bed was raised, and the upper vagina was 
plugged each day with gauze soaked in glycerine, after a prolonged hot 
douche. In five days there was a marked lessening of the redness and 
tendency to bleed. A slight reduction of the inversion had also obviously 
taken place. The repositor (Aveling’s pattern, with the perineal curve in 
the stem) was applied, and gauze lightly packed round it. 

Previous experience had taught me that one of the difficulties in the 
removal of the respositor after its successful use is the formation of a 
vacuum between the cup and the uterine wall. Therefore two air channels 
had been bored through the cup. Four rubber rings of exactly the size 
advised by Aveling (2 inches in diameter, 2/,, inch wide) were attached ‘to 
the ring of the stem, and, by tapes passing behind and in front of each 
thigh, to a broad, padded waistband which was supported by shoulder- 
straps. The tapes were tightened until the rubber rings were stretched to 
rather less than half as long again. A hypodermic injection of morphia, 
é grain, was given, and a few hours later 30 grains of chloral hydrate. 
There was discomfort only, no severe pain. After four hours it was thought 
advisable to readjust the gauze and cup. This was probably quite unne- 
cessary, but we learnt that some progress had been made. 

At the end of twelve hours the cup could be felt above the pubes and we 
judged that the uterus was reinverted. As the patient was very nervous 
she was anesthetized with nitrous oxide and oxygen, for removal of the 
cup. This was done in a few moments by light traction. It was then seen 
that air bubbled through the sero-mucous fluid in the air-channels of the 
cup. The uterus was found to be fully reinverted and in normal position, 
It was considered unnecessary to insert any packing. There was no further 
bleeding before the patient left the hospital a few days later. 

Miss IVENS, as a house surgeon, had used the repositor; the patient had 
had to be kept under morphia owing to severe pain; the suction between 
the head of the respositor and the uterus had caused difficulty in removal. 

Dr. DonaLD had found the repositor successful in four cases. ; 
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Dr. Witixrr had had no difficulty in applying the repositor on one 
occasion, but it had entirely failed after 48 hours. In this case the inver- 
sion had only been discovered some time after confinement and involution 
was complete. At operation the peritoneal surfaces were found adherent 
to one another evidently owing to infection; this was supported by the 
occurrence of phlegmasia alba dolens after the operation. 

Dr. FLercierR SHAW agreed that the peritoneum in some cases might be 
damaged and adhesions develop. He cited an acute inversion he had seen : 
primary treatinent to relicve the shock and, 24 hours later, reduction of 
the inversion under ether. A fortnight later the abdomen had to be opened 
for intestinal obstruction coils of intestine were found adherent to the 
uterus. 

In reply, Mr. Mines Puiniirs said that probably excessive pain would 
only be caused when unnecessarily strong elastic pressure was used. He 
believed that, apart from infected cases, involution became almost complete 
in the usual time. He was pleased to hear of Dr. Donald’s success with 
the repositor in the only four cases he had treated. He himself had seen 
only one other case, under the care of the late Mr. Favell; Aveling’s 
repositor had then effected reduction in less than 48 hours. Of course some 
cases, as the result of. septic infection, would be obviously unsuited for the 
repositor. In a few others, such as those referred to by Dr. Willett and 
Dr. Fletcher Shaw, the presence of peritoneal adhesions could be inferred 
when the repositor had been tried without success. It was for such cases 
only that cutting operations were required. 

Dr. Leitru Murray (Liverpool) presented a case of 

“TARRY CYSTS ”” OF THE OVARY ASSOCIATED WITH SUB-PERITONEAL 
ADENOMYOMA, 

The patient was 42 years of age and had suffered from severe and 
increasing congestive dysinenorrhoea for five to six years. She complained 
of weight in the lower abdomen and of periods which were occasionally 
profuse but were more ofien quite scanty. In the intervals between her 
periods she was in quite good health. She had had one child eight and a 
half years previously, 

Examination demonstrated great fixation in the pelvis with enlarged, 
tender and somewhat cystic appendages. A diagnosis of inflammatory 
appendage discase was made. 

Operation showed dense adhesions round the uterus with both appen- 
dages much enlarged and containing “ tarry cysts’ which burst during 
extraction. The uterus was soft and rather enlarged. A subtotal hys- 
terectomy was done together with removal of both appendages. The 
peritoneum over the bladder was adherent to the anterior wall, and the 
uterus but readily stripped. 

The uterus was 14 inches thick at the fundus and 1 inch throughout 
the body. On its anterior wall near the fundus and rather nearer the left 
than the right cornu, there was a rounded rather pale nodule about half an 
inch in diameter and depth, which was obvious as soon as the abdomen was 
opened and which certainly was in no way adherent to either appendage. 
It was slightly raised above the surface and on section proved to lack a 
capsule. This nodule showed microscopically a definite adenomyomatous 
stroma without capsule and without any evidence of tuberculous granuloma 
or of the inclusion of the interstitial part of a Fallopian tube. 

Definite adenoniyomatous elements of endometiial type were discovered 
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in each ovary. The uterine wall showed an endometrium that was cedema- 
tous and polypoidal. The patient made an uninterrupted recovery. 

This case has a distinct topical interest in view of recent contributions 
on the subject of ‘‘ tarry cysts ” of the ovary—the so-called “ perforating 
cysts”? or endometriomata.’’ Without question there was no direct 
extension of an adenomyomatous process [rom the ovary to the uterus by 
way of adhesion. I have never before seen a subperitoneal adenoma so 
definitely situated in the uterine wall. Growths of this nature arising low 
down on the posterior wall cannot be definitely asserted to be arising in 
the uterine wall—so far as my experience goes. One is tempted to wonder 
whether too much has not been made of au obvious similarity between the 
glands and the surrounding stroma of extrauterine adenomata and the 
endometrium proper. I exclude of course cases where involuntary muscle 
tissue is found in association with glands in a situation (such as the ovary) 
where muscle is rare. 

A case such as the one I have narrated seems to lend some basis for 
Meyer’s view that these growths are more correctly entitled ‘‘ adenoma- 
toses.” The very similar changes occasionally seen in the interstitial 
portion of the Fallopian tube (and usually associated with a tuberculous 
granuloma), and Cullen’s pictures of ‘‘ endometrial’? growths at the 
umbilicus, should make us hesitate to class these very interesting 
appearances as being of any other nature than a metaplasia. 


THE GYNASCOLOGICAL VISITING SOCIETY. 


A Meeting of the Gynecological Visiting Society was held at Glasgow 
on April 23rd and 24th, 1923. ‘he members who attended were Dr. Russell 
Andrews (London), Professor W. Blair Bell (Liverpool), Mr. Comyns 
Berkeley (London), Dr. Sam Cameron (Glasgow), Dr. Clifford (Manchester), 
Dr. Dougal (Manchester), Dr. Fordyce (Hdinburgh), Dr. Johnstone (Edin- 
burgh), Dr. Gough (Leeds), Professor Lowry (Belfast), Professor Ewen 
Maclean (Cardiff), Dr. Leith Murray (Liverpool), Professor Miles Phillips 
(Sheffield), Dr. Rayner (Bristol), Dr. Shannon (Glasgow), Dr. Fletcher Shaw 
(Manchester), Mr. Clifford White (London), Dr. Beckwith Whitehouse 
(Birmingham), and Dr. Young (Edinburgh). 

Two full days’ work had been arranged. The greater part of the 
morning of April 23rd was spent at the Western General Infirmary where 
Dr. Sam Cameron performed five operations. Professor Bryce demonstrated 
some of William Hunter’s specimens and models in the Hunterian Museum, 

The afternoon was spent at the Glasgow Maternity Hospital. 

Dr. J. N. CRUICKSHANK gave a demonstration on a fatal case of suppres- 
sion of urine. 

Dr. R. A. LENNIE gave a demonstration on the treatment of concealed 
accidental hemorrhage by C:esarean section. 

Dr. J. Hewitt gave a demonstration on pyelitis in pregnancy. 

Dr. SAM CAMERON performed Cesarean section and afterwards demon- 
strated his method of teaching Practical Obstetrics to a large class of 
students. 

The Society dined at the Central Station Hotel and entertained as guests 
some of those who had contributed so largely to the success of the meeting 
by giving demonstrations. 

In the morning of the second day the Society visited the the Samaritan 
Hospital where Dr. SHANNON performed three operations. 
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In the afternoon Dr. JAMES HENDRY performed an operation at the Royal 
Infirmary and gave a demonstration of specimens and microscopic slides, 
chiefly of Ccesarean section scars. 

A visit to the ward in which the late Lord Lister treated his patients, 
when he was on the staff of the Royal Infirmary, terminated a very 
instructive and enjoyable meeting. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, April 
13th, 1923, the President, Dr. Beri, SoLromons, in the Chair. 

Dr. I,. CAssipy showed a specimen of 

FIBROMA OF THE OVARY. 

His chief reason he said for bringing this specimen before the Academy 
was because of its rarity. Fibroma of the ovary occurred only in a very 
small percentage of cases. The patient in this case was a woman, aged 54, 
who cight years previously had menstruated for the last time. She had 
had five children. The left ovary was normal in size, and the tumour was 
quite freely movable inside the abdomen. At operation there were no 
adhesions, but the pedicle was twisted there being two and a half turns, 
The whole tumour looked as if in another 24 hours it would have been 
strangulated. On removal, a typical condition of fibroma of the ovary was 
shown. 

The PRESIDENT said that this was a most interesting and rare specimen. 
Fibromata formed about 24 per cent. of all solid tumours of the ovary. 

Dr. Gipson FitzGisnon asked Dr. Cassidy what the condition of the 
other ovary in this case was. He thought that generally in these cases the 
second ovary had a small growth in it. He did not know whether this 
applied to cases of fibroma or not, but if he found that one ovary of a 
patient was malignant, he took out the other ovary. He would like to 
know if there was any sarcomatous element present in this tumour or not. 

Dr. Cassipy, in replying, said that the other ovary in this case was 
perfectly normal. There was no macroscopic change whatsoever. The 
portions of tissue from the ovary had been very carefully examined, and no 
sign of sarcoma had been found. 

The President (Dr. Betuer, SoLomons) showed a case of 

ADENOMYOMA OF THE UTERUS, 

The clinical history was as follows :—The woman was aged 38; married 
six years. She had been curetted five years previously and since then had 
complained of a swelling in the vagina—she was sterile. A growth, the 
size of a grape-fruit, which grew from the left cornu of the uterus and 
rather ventrally, was removed : there was no obvious capsule, and although 
this made it seem likely that the tumour was adenomyoma, the uterus was 
left as the woman was most anxious to become pregnant. 

She did not become pregnant and she returned in March, 1923, com- 
plaining of dyspareunia and persistent sterility. An obvious fibroid uterus 
was found, which with tubes and ovaries were removed, a very small piece 
of cervix being left. After operation patient still complained of pain, and 
as palpation of the cervical stump caused pain this was removed vaginally. 
Whether the cervix should be removed in these cases or not is a moot 
point. If the condition is definitely one of adenomyoma it is better to remove 
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the cervix even though it is unusual to find it involved. There was no 
adenomyoma in the cervix when removed. Histological examination of 
the body tumour showed typical adenomyoma uteri. 

Dr. J. S. QUINN said that he had had a case of adenomyoma of the uterus 
at the Rotunda Hospital a year ago. The only symptom the patient com- 
plained of was sterility. She had been married four or five years, her 
periods were normal, and on vaginal examination the pelvis seemed to be 
normal, though there was a slight suspicion of a lump at one cornu of the 
uterus. The abdomen was opened ; there was a distinct swelling at the left 
cornu of the uterus, which was thought to be ordinary fibroid. There was 
no capsule, and the question was whether it was a malignant tumour or 
adenomyoma of the uterus. If the operation had not been done for sterility 
they would have done hysterectomy, but as the patient was anxious to have 
children the tumour was cut out and the cavity closed. About six weeks 
ago the patient had a baby. This was the only instance he knew of follow- 
ing a case of adenomyoma of the uterus. In view of this he wondered 
would the President still advocate removal of the entire uterus when adeno- 
myoma was present. 

Dr. G. TIERNEY said that he would like to ask the President why he had 
removed both ovaries in this case, as the patient was a comparatively young 
woman at the time, her age being 38. , 

The PRESIDENT, in reply, said that although he believed that total 
hysterectomy was the operation for adenomyoma uteri on general lines 
he thought that in particular instances where there were only small nodules 
and the woman was young it would be quite justifiable to leave uterus, 
tubes and ovaries in situ. He looked on adenomyoma as being a congenital 
condition. 

Dr. Gipson read the Rotunda Report. 

Dr. L. L. Cassipy, in congratulating the Master of the Rotunda and his 
assistants on the report, said that it kept up the very high standard which 
the Rotunda had always shown. He would like to ask the Master if they 
ever tried giving pituitary at the Rotunda, or the administration of rectal 
chloral hydrate, which at the Coombe Hospital they had found extremely 
satisfactory. The question of when a midwife should send for aid was an 
important one. At the Coombe the midwives were taught to send for 
assistance if the placenta had not come away after one hour. He agreed 
with Dr. FitzGibbon that no midwife should remove the placenta. Some- 
times extraction of the child before full dilatation of the cervix was the 
cause of cervical tear. Regarding the use of high forceps; there was no 
doubt that the teaching of the late Milne Murray had resulted in the use of 
high forceps, but he personally thought that these were the cause of a 
great many deaths. The question of accidental hemorrhage was a very 
important one, also the question of when labour should be induced. In 
cases of long continued haemorrhage he thought that the blood count should 
be taken, and if the haemoglobin index dropped down to 35 per cent. then he 
was of opinion that labour should be induced. In his opinion the statement 
about contracted pelvis was the best part of the report. If any good was to 
be done in this condition, he thought that every pregnant woman should be 
examined not later than the thirty-second week. If this was done he 
thought it would be a great improvement, and that more healthy children 
would be born. 

Dr. R. E. TorreNHam said that from the Report he thought that there 
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was very strong evidence in favour of inducing labour. He thought there 
were three reasons indicating for such a procedure: the pelvis was too 
small; it did not give as much as a normal pelvis; or the baby’s head was 
too big or too hard. He had looked up old Rotunda Reports, and it was 
interesting to note that out of a total of 115 cases where labour had been 
induced, there had only been four deaths. 

Dr, R. J. ROWLETTE said that he would like to congratulate the Master 
of the Rotunda on his report, which showed the very high quality of work 
which was performed at that hospital. He thought they should be very 
grateful to Dr. FitzGibbon for the amount of thought and work which the 
compiling of the report must have entailed. He did not remember any 
report for many years past which showed such a great amount of labour 
and thought as the one they had heard that evening. He had noticed that 
there had been two deaths from acute infection, and yet in neither of these 
cases had there been a rise of temperature above normal, and he thought 
this remarkable. They were accustomed to see occasionally in cases of 
acute surgical sepsis death occurring without any rise of temperature, but 
in his experience of the Rotunda Hospital he did not remember any deaths 
without rise of temperature. Dr. FitzGibbon had not mentioned what the 
infection was, but he (Dr. Rowlette) presumed it was streptococcus. He 
would like to know if the cases occurred definitely in two groups, or if they 
had been scattered over long intervals. He thought it was very rarcly that 
gonococcus was found in cases of puerperal sepsis at the Rotunda. There 
was a much larger number of cases in America. He thought it was unusual 
to have two cases of chorea in a year, especially when they were compara- 
tively mild and presented no particular dangers or difficulties, as he thought 
this disease was rather rare, and generally presented difficulties when it 
did occur. 

The PRESIDENT said that the voluminous report put forward by the 
Master and his assistants was extremely valuable. He regretted to see 
such a number of high forceps cases recorded, for even though the operation 
might be safe in skilled hands it gave a wrong impression to the general 
practitioner who might attempt this dangerous procedure with harmful 
results. Habitual death of the foetus was sometimes extremely difficult to 
combat and he (Dr. Solomons) felt that in cases where, after induction of 
labour,.a baby was either born dead or died within a week, it might be 
necessary in a subsequent labour to perform Czesarean section, although 
these cases must be extremely rare. He did not believe that cephalic 
version was indicated in breech presentation as the latter was an effort of 
nature to bring about the easiest method of delivery. The question as to 
the exact definition of antepartum haemorrhage for statistical purposes had 
still to be decided. The original views of the Master of the Hospital with 
regard to pubiotomy were valuable and he was in accord with them. It 
was questionable as to whether decapitation of a perforated head already 
born made it easier to deliver the body; it seemed better to have the head 
still attached to the body for traction. Was pituitrin used in the Rotunda 
before labour? The rules for midwives needed much revision ; the President 
said he would like to see punishment meted out to the midwive who neg- 
lected to report a tear of the perineum. With regard to the Gynecological 
report he noted there were 117 cases admitted for whom no operative 
treatment was done; 62 of these were accounted for, but it would be of 
interest to know what was done for the remainder. 

Dr. FitzGipBon replied, and the meeting concluded. 
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